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Uncommon help in the March Medieal Climies of North America 


A twin Symposium filled with useful information. 2. Difficult Office Problems—A continuation of the 
1. Convulsive Disorders—delineates the many re- January Number offering specific help in treating 
cent advances in management of the epilepsies. acne, chronic leg ulcers, headache, vertigo, ete. 


See SAUNDERS Advertisement on next 2 pages 
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You'll find postgraduate medical instruction of 


the highest caliber in the March, 1958 Number of 


THE MEDICAL CLINICS of North Ameriea 


A double symposium of compelling and practical interest i 
I. Convulsive Disorders oo, ied Consulting Editors 
; \ Nationwide Symposium emphasizing diagnosis and therapy of epilepsy. Here 
| you'll find the recent advances in understanding these disorders—in differen- 
tiating them—and in effectively treating them in both children and adults. 
Contents 
The Over-all Management of the Adult Epileptic James W. Seizures in Infancy and Early Childhood—Dora Hsi-Chih 
Crawley Chao 
The Surgical Treatment of Epilepsy Arthur A. Ward, Jr. Epilepsy of Focal Origin in Childhood —John S. Scott and 
Extracerebral Causes of Seizures -Howard F. Conn Peter Kellaway 
Hereditary Factors in Epilepsy —B. Harvald Transient Epileptogenic Encephalopathy —Ralph Druckman, 
Late-life Epilepsy Edward P. Richardson, Jr. Dora Hsi-Chih Chao and Peter Kellaway 
Epilepsy and the Law Howard D. Fabing Electroencephalography in the Diagnosis and Management 
Idiopathic Epilepsy: Criteria for Diagnosis Peter Kellaway of the Epilepsies Peter Kellaway and Howard F. Conn 
and Ralph Drueckman The Over-all Management of the Epileptic Child— Dora Hsi- 
Febrile Convulsions John Stobo Prichard and Douglas A. Chih Chao 
McGreal Pain and Autonomic Disturbances in Conyulsive Equivalent 
Sequelae of Febrile Convulsions —Richard Penrose Schmidt States -Ralph Druckman 
2. Difficult Office Problems LeRoy H. Sloan, Honorary Editor 
This Symposium is continued from the highly useful January issue of the 
Clinics. The problems discussed here are those where standard efforts at diag- 
nosis or treatment have failed and the case requires careful rethinking. 
Contents 
Chronic Refractory Mouth Disorders in the Aged—Casper Barbiturate Intoxication— Arthur Bernstein and David Bronsky 
M. Epsteen The Heart and the Nervous System— Lewis J. Pollock 
Atopic Dermatitis; Pruritus Ani et Vulvae—Francis E. Senear A Clinic on Headache Jeremiah Quin and LeRoy H. Sloan 
and John B. Haeberlin, Jr. Glaucoma Headache — Derrick Vail 
Acne —Allan L. Lorinesz and Stephen Rothman Postural Vertigo: A Meniere-like Syndrome — John R. Lindsay 
Chronic Ulcerations of the Extremities —David I. Abramson The Physician and the Neurotic Patient —C. Knight Aldrich 
Syndromes Produced by Disorders of the Cervical Inter- Advice to Family on Being Given A Diagnosis of Cancer— 3 
vertebral Disks—Paul C. Bucy Granger E. Westberg 


The MEDICAL CLINICS OF NORTH AMERICA are books is- 
sued serially 6 times a year. In each number of about 300 illus- 
trated pages, you will receive the most modern help on diagnos- 
tic methods, latest treatments and up-to-date methods of man- 
agement. All articles, written by leading American Authorities 
are original, practical and of immediate use in daily practice. 
Per year: Clothbound $18.00; Paperbound $15.00, FORTHCOM- 
ING NUMBERS: May—New York Number on NEUROLOGY & 
PSYCHIATRY; July—Mayo Clinic Number on THE CIRCULA- 
TION; September—Boston Number on SPECIFIC METHODS 
OF TREATMENT. 


THE JOURNAL of the American Medical Association is published weekly by the American Medical Association. Subscription price, $15.00 a vear, 45¢ a copy. Canadian 
$17.00. Foreign $21.50. Accepted for entry as second class mail at the Postoffice at Dayton, Ohio under the act of March 3, 1879. Address all communications t 
American Medical Association, 535 N. Dearborn St.. Chicago IIlinois 
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Today's best treatments for the disorders 


you see most often in your daily practice 


1958 CURRENT THERAPY 


Give your patients the benefits of today’s best treat- 
ments by having the 1958 Current Therapy within 
easy reach. Here in one convenient, readily accessi- 
ble place you can quickly lay your finger on the most 
up-to-date and most successful therapeutic measures 

for each of nearly 400 commonly met disorders. 


The coverage you get with the 1958 Volume consti- 
tutes a complete reference on treatment, not merely 
recent advances alone. The material is all original 
and written exclusively for this volume by 298 lead- 
ing authorities. Each contributor was chosen by a 
distinguished board of consulting editors as the 


By Dripps, Eckenhoff & Vandam 


({ compact and clearly written manual serving as an 
ideal basic guide for every physician who adminis- 
ters anesthesia or desires information about the field. 
Not only do the authors give you the principles of 
today’s safe practice. but also hundreds of practical 
hints from the lore of anesthesia that up to now 
have been passed on largely by word of mouth only. 


You'll find here the indications for various types of 
anesthesia, the effectiveness of each under different 
circumstances, and the hazards associated with their 


Goepp’s 


FUNDAMENTALS of ANESTHESIA 


Edited by 
Howard F. Conn, M.D. 


physician best qualified to give the description of a 
particular therapeutic method. The method is in- 
variably one the contributor is using successfully in 
his own practice today. 

With Current Therapy you can erase the everpres- 
ent doubt that there may be a better treatment you 
have not heard about. This book will tell you what's 
new and reaffirm older treatments still considered 
best. 


AN ANNUAL VOLUME. By 298 Leading Authorities. Edited by HOWARD F. CONN 
M.D. 827 pages, 8” x 11”, $12.00. 


Just Published 


use. Inhalation, open drop, spinal. intravenous bar- 
biturate, and local anesthesia are all considered. Spe- 
cial chapters cover the problems of Pediatric 4nes- 
thesia and Obstetric Anesthesia, Proper use and care 
of equipment is carefully outlined. 


By ROBERT D. DRIPPS, M.D., Profes-or and Chairman, Department of Anesthesi 
ology, Schools of Medicine, University of Pennsylvania; Anesthetist, Hospital of the 
UL. of P.; JAMES FE. ECKENHOFF, M.D., Professor of Anesthesiology, Schools of 
Medicine, University of Pennsylvania; Anesthetist, Hospital of the Ll. of P and 
LEROY D. VANDAM, M.D... Clinical Professor of Anesthesia, Harvard Medical 
School; Director of Anesthesia, Peter Bent Brigham Hospital, Boston. 266 pages, 


54," x 79,”, illustrated. $4.50. 


MEDICAL STATE BOARD Questions & Answers 


Edited by Harrison F. Flippin, M.D. 


From Anatomy to Medical Jurisprudence, yow ll find 
the entire field of medical science reviewed compre- 
hensively, concisely and authoritatively. Use this 
book for I, Preparation for examinations. 2. Brief 
review on any subject or specialty. 3. As a periodic 
refresher. 


To keep pace with recent strides in medicine. vir- 
tually all material in this Ninth Edition has been 


Please send and charge my account: 


) Subseription to the Medical Clinics of North America (starting March 1958) [] Clothbound $18.00 


1958 Current Therapy. ..$12.00 


Name...... 


Address... 


Fandamentals of Anesthesia. ..$4.° 


carefully reviewed and rewritten, Basic question and 
answer form has been continued. Questions were se- 
lected from actual state boards with an eye to pick- 
ing those representative of the questions most often 
asked. Hundreds of new questions with up-to-the- 
minute answers have been added. 


Edited by HARKISON F. FLIPPIN, M.D... Professor of Clinical Microbiology, The 


Graduate School of Medicine, University of Pennsylvania; with the assistance of 4 


Ninth Fdition 


Associate Editors. 569 pages, 6” x 9',”. $8.00 


W. B. SAUNDERS COMPANY west Washington Square, Phila. 5, Pa. 


(| Easy Payment Plan ($3 per mo.) 


Paperbound $15.00 


Medical State Board Questions & Answers. . $8.00 
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SURGERY: Principles and Practice 

Allen, Harkins, Moyer and Rhoads 

An entirely new book comprising a total picture of sur- 
gery in all its departments. Written and edited by some 
of the most eminent figures in surgical practice and 
teaching, it presents in one volume the latest and best 
in surgical thought and method. 

1495 Pages © 623 Illustrations © NEW 1957 © $16.00 


SIGNS AND SYMPTOMS: Applied Pathologic 
Physiology and Clinical Interpretation 

Edited by Cyril Mitchell MacBryde, M.D., F.A.C.P. 
The editor and 27 contributors describe major signs and 
symptoms from the standpoint of disturbances of func- 
tion, pertinent physiology, physiologic chemistry, and 
pathologic physiology. 

973 Pages ® 191 Illustrations © NEW 3rd Edition, 1957 © $12.00 
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PEDIATRICS 
Donald Paterson, M.D., and John Ferguson McCreary, 
M.D. With 36 Contributors. 


An up-to-date book discussing all the common and many 

of the rare pediatric diseases, gynecologic problems, 

allergies, neurologic and abnormal conditions with em- 

phasis on diagnosis and treatment. 

654 Pages * 192 Illustrations, 6 Color Plates © 1956 © $14.00 
a 

DISEASES OF THE HEART AND 

CIRCULATION 

Paul W ood, M.D., F.R.C.P. 


Completely rewritten to present the latest work in the 

field. Reflects the results of progressive testing of new 

technics. A comprehensive, fully illustrated reference 

source. 

1005 Pages © 450 Illustrations © 2nd Edition, 1956 © $16.00 


FLUID AND ELECTROLYTES IN PRACTICE 
Harry Statland, M.D. 

Unquestionably the most modern, complete and easily- 
understood book in the field today. Covers all basic 
principles and their clinical application in specific dis- 
eases. A “must” for practicing physicians. 

229 Pages ® 31 Illustrations © NEW 2nd Edition, 1957 © $6.00 


PRACTICAL GYNECOLOGY 
Walter J. Reich, M.D., and Mitchell J. Nechtow, M.D. 


Reliable standard book on office gynecology for the gen- 
eral practitioner. Presents a complete, concise and 
simplified approach to diagnosis, office endocrinology 
and gynecologic symptoms. 


648 Pages © 215 Illustrations in Black and White and 
17 Color Plates © NEW 2nd Edition, 1957 © $12.50 


HANDBOOK OF DIFFERENTIAL DIAGNOSIS 
Harold Thomas Hyman, M.D. 


Revised and expanded, this edition gives quick answers 
to almost every conceivable diagnostic problem. Essen- 
tial information in capsule form with emphasis on prob- 
lems encountered in daily practice. 


801 Pages © NEW 2nd Edition, 1957 $8.00 


NEW AND 
NONOFFICIAL 
DRUGS 1958 


(Formerly New and Nonofficial 
Remedies) 


Evaluated by the Council on Drugs 
of the American Medical Association 


An essential to the practice of ra- 
tional therapeutics. The text con- 
sists of monographs giving all the 
essential information on new drugs, 
official and unofficial. recog- 
nized authority that provides a 
quick reference to composition, in- 
dication and the contraindications. 
Lists the chemical formula, actions, 
uses, dosage forms, sizes and 
strengths of available preparations, 
together with the trade names fol- 
lowing each monograph. Fully 
cross-indexed. Contains 48 new 
monographs since the 1957 edition. 


631 Pages $3.35 


J. B. LIPPINCOTT COMPANY, 


East Washington Square, Philadelphia 5, Pa. 
In Canada: 4865 Western Avenue, Montreal 6, P.Q. 


Please enter my order and send me: 


SURGERY: Principles and Practice..........$16.00 
SIGNS AND SYMPTOMG.......................... $12.00 
DISEASES OF THE HEART AND 
CIRCULATION 
FLUID AND ELECTROLYTES IN 
PRACTICE 
PRACTICAL GYNECOLOGY 
HANDBOOK OF DIFFERENTIAL 
DIAGNOSIS 

CLC) NEW AND NONOFFICIAL DRUGS 1958 
(Formerly New and Nonofficial Remedies) $ 3.35 


ADDRESS Payment 
Enclosed 
Convenient 
Monthly Payments 


JAMA-3-8-58 
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WHEN 
BLOOD 
PRESSURE 
MUST 


COME 
DOWN 


AS IN THIS CASE': 
Fundus of 62-year-old 
female who has had 
hyperter forr 
years. Phot 

of pressure at a 
Crossings and var 
types of hemorrhage 


In Serpasil-Apresoline the 

mild calming and antihyper- 

tensive effects of Serpasil 

complement the more marked 

antihypertensive action of 

Apresoline. Thus, Apresoline is 

effective in lower dosage, resulting in a notable reduction of side effects. “Hydral- 
azine [Apresoline] in daily doses of 300 mg. or less, when combined with reser- 
pine, produced a significant hypotensive effect in a large majority of our patients 


with fixed hypertension of over three years’ duration.” 


1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., and 
Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. 


SUPPLIED: TaBLets #2 (standard-strength, scored), each containing 0.2 mg. Serpasi! 
TABLETS #1 (half-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydroct 


SERPASIL® (reserpine CIBA) 


d ride 
APRESOLINE® hydrochloride ® = ® 
(hydralazine hydrochloride CIBA) 
SERPASIL®- APRESOLINE® hydrochioride ad 
(reserpine and hydralazine hydrochloride C!BA) 
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The fingertip derives its sensitivity 

from nerve endings that make up the 

anatomy of touch. These include the . 
corpuscles. This tactile apparatus helps 
surgeon, diagnostician, sculptor and 
musician exercise their complex skills. 


THE ANATOMY OF TOUCH 


Ruffini’s corpuscles 


“Built-in” sensitivity identifies every RAMSES* unexcelled rubber pro- 

phylactic. RAMSES are preferred by many men because their trans- 

parency, smoothness and demonstrable thinness contribute to retention 
of natural sensitivity. Yet they are amazingly: strong. ~aanaothigaoi 


corpuscles 


Many physicians now specify prophylactics routinely to prevent husband- 
wife re-infection. “. .. Trichomonas vaginalis in the male is the principal 
factor of re-infection in the female. . . .”! The husbands cooperate more 
readily in your treatment plan when you acquaint them with RAMSES, 
the prophylactic with “built-in” sensitivity. 
1. Feo, L. G., et al.: J. Urol. 75:711 (April) 1956. 


prophylactics 


JULIUS SCHMID, 
423 West 55th Street 
New York 19, N. Y. 


RAMSES is a registered trade-mark of Julius Schmid, Inc. 
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anginaphobia: must anger cause angina? 


Fear of anginal attack may cause a patient to simmer in 

repressed hostility—potentially as harmful as blowing off steam. 
Remove the fear factor by lowering the anginal attack rate. Peritrate, 

a long-acting coronary vasodilator, reduces the frequency and severity 
of attacks, lessens nitroglycerin dependence, increases exercise tolerance. 
For the unduly apprehensive patient (especially early in treatment), 


Peritrate with Phenobarbital relieves tension without daytime drowsiness. 


Usual dosage: 20 mg. of Peritrate before meals and at bedtime. 


BRAND OF PENTAERYTHRITOL TETRANITRATE) 
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Loading up the plate 
—but he’s going to have 
his coffee without sugar 


nflated 
figures 


=| 


Can widespread misconceptions on the 
number of calories supplied by sugar be the reason 
so many weight-control programs fail? 


With all the calories that are being “‘saved”’ 
every day, this should be a nation of under- 
weights! The fallacy is that most of the “‘sav- 
ings” are “‘all in the mind.” 

A recent series of interviews with more 
than 500 men and women showed that most 
people grossly overestimate the number of cal- 
ories in a spoonful of sugar. At the same time 
they underestimate the calories in other com- 
mon foods. 

A standard teaspoonful of sugar actually 
supplies only 18 calories. But half of the 
people guessed from 50 to 600. No wonder 
they’re apt to believe that by using an arti- 
ficial sweetener in their coffee or tea they 
“subtract”? so many calories that they can 
eat all they want of the “‘non-fattening”’ foods. 


Even among serious-minded dieters com- 
plete denial of sugar may be of little or no 
value in weight reduction or control. In a 
three-year study of overweight people it was 
found that those who gave up sugar entirely 


lost no more weight than those who used 
sugar regularly in their diets.* 

This, along with other studies, helps to sup- 
port the contention that the satiety value of 
sugar actually compensates for the calories 
it supplies. 

* McCann, Trulson & Stulb. Non-caloric Sweeteners and 


Weight Reduction. J. Am. Dietetic Assn., 32. 327 (April, 
1956 ). 


18 CALORIES! 


That’s all there are 
in a level teaspoonful 
of sugar. Some 
people have g ed 
as high as 600. Cal- 
orie for calorie, no 
other food supplies 
energy and appetite 
satisfaction as fast 
as sugar. 


SUGAR INFORMATION, INC. 
New York 5, New York 


All statements in this message apply to both cane and beet sugar. 
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‘Mio-Pressin’ 
helped 
an elderly 
hypertensive 
patient’ 


Patient: W.W., age 74, with hypertension of 
many years’ duration. Forced to give up his job 
as a night watchman because of headaches and 

mental confusion. 


Previous Treatment: A porent single agent had been 
discontinued because of troublesome side effects. 


Course with ‘Mio-Pressin’: After two months 
on 6 standard strength (No. 2) ‘Mio-Pressin’ 
capsules daily, blood pressure fell from 188/100 
to 138/80, pulse from 104 to 74. Hypertensive 
symptoms vanished, and the patient was able 
to return to work for the first time in almost 


two years. 


Mio-Pressin 
A balanced combination of 
rauwolfia, protoveratrine and 
Dibenzyline+, ‘Mio-Pressin’ is 
available in two dosage strengths: 
No. 2 (standard strength) and 
No. 1 (half strength). 


Smith Kline & French Laboratories, Philadelphia 


1. Case report from the S.K.F. files. Complete data 
available on request. 


*T.M. Reg. U.S. Pat. Off. 


+T.M. Reg. U.S. Pat. Off. for phenoxybenzamine 
hydrochloride, S.K.F. 
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THE APPLE GROWERS OF AMERICA: 
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...e@at an 
apple. 


Apples are one form of enjoyment that cannot be 
hurried. That’s why many doctors recommend them for 
people who suffer from hypertension and its effects. Also 


because apples are low in sodium content. 


Mainly, though, apple breaks through the day give 
keyed-up systems a chance to unwind periodically—reason 
enough in itself to suggest apples as a natural, 


enjoyable way of easing tension. 


NATIONAL APPLE INSTITUTE, 938 WASHINGTON BLDG., WASHINGTON 5, D.C. 
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(CHLOROTHIAZIDE) 
e 


EDEMA 


Start therapy with one or two 500 mg. 
tablets of ‘DIURIL’ once or twice a day. 


BENEFITS: 

@ Orally effective-nonmercurial-diuretic activity equivalent 
to that of the parenteral mercurials. 

@Excellent for initiating diuresis and maintaining the 
edema-free state for prolonged periods. 

@ Promotes balanced excretion of sodium and chloride— 


without acidosis. 


Any indication for diuresis 1s an 
indication for ‘DIURIL': 

Congestive heart failure of all degrees of severity; premen- 
strual syndrome (edema); edema and toxemia of preg- 
nancy; renal edema—nephrosis; nephritis; cirrhosis with 
ascites; drug-induced edema. May be of value to relieve 
fluid retention complicating obesity. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' 
(chlorothiazide); bottles of 100 and 1,000. 


*DIURIL' and 'INVERSINE' are trade-marks of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., INC., Philadelphia 1, Pa. 
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INITIATE ‘DIURIL’ THERAPY 


'‘DIURIL' is given in a dosage range of from 250 mg. twice 
a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS 


The dosage of other antihypertensive medication (reserpine, 
hydralazine, etc.) is adjusted as indicated by patient re- 
sponse. If the patient is established on a ganglionic blocking 
agent (e.g., 'INVERSINE') this should be continued, but 
the total daily dose should be immediately reduced by as 
much as 25 to 50 per cent. This will reduce the serious 
side effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION 


The patient must be frequently observed and careful ad- 
justment of all agents should be made to determine opti- 
mal maintenance dosage. 


BENEFITS: 

® improves and simplifies the management of hypertension 

® markedly enhances the effects of antihypertensive agents 

® reduces dosage requirements for other antihypertensive agents 
—often below the level of distressing side effects 


® smooths out blood pressure fluctuations 


INDICATIONS: management of hypertension 


Smoot. ) To] ) Pe nia nade We oT 
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For the past eight years we have traveled about the country 
sponsoring surgical and clinical presentations. 


Our teaching aid is color television. 


These color presentations are examples of SKF’s continuing 
search for new and better ways to serve the medical profession. 
Our special interest, of course, is in the area of postgraduate 
medical education. 


For those of you who have not yet seen Medical Color Tele- 
vision in action, here is your invitation. Make a point to visit 
this flexible technique of postgraduate medical education 
at any of the following meetings. 


Chicago Medical Society— March 4-6—Chicago (completed) 

Michigan Clinical Institute— March 19-21— Detroit 

American College of Physicians—April 28-May 2—Atlantic City 

Canadian Medical Association—June 16-18— Halifax 

American Medical Association—June 23-26—San Francisco 

Kansas City Southwest Clinical Conference—September 23-25— 
Kansas City, Mo. 

Kentucky State Medical Association—September 23-25— Louisville 

American College of Surgeons—October 6-10—Chicago 

Southern Medical Association—November 3-6—New Orleans 

American Medical Association—December 2-5— Minneapolis 


the Medical Education Section 


Smith Kline & French Laboratories, Philadelphia 
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Here’s how Little Yankee 


Thomas 


Heel Shoes differ 


2 An extra-long, firm counter at the inner side of the foot. 


Sculptured last 
design, increasing the 
arch height between 
and 3/6". 
(depending on size) 


Extra-strength construction also makes these shoes 
ideal for additional padding or wedging that individ- 
ual cases may require. Your Little Yankee dealer will 
provide you with “prescription blanks” for such 


Extra broad 


5 Stronger, broader 
tread area. 


“right and left” 
shanks of 
tempered steel. 


changes, and will see that shoesare fitted to your order. 

For name of nearest retailer of Little Yankee 
shoes, write to The Yankee Shoemakers, Dept. Y, 
Div. of Sam Smith Shoe Corp., Newmarket, N. H. 
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... Orally administered Xylocaine Viscous provides 
prompt and prolonged surface anesthesia in the 
upper digestive tract. Its cherry-flavored, water-sol- 
uble vehicle spreads evenly and adheres intimately 
to the membranes. Nonirritating and well-tolerated 
... just swish and swallow. 


Astra Pharmaceutical Products, Inc., Worcester 6. Mass., U.S.A. 


for better doctor-patient relationship 


XYLOCAINE® 


(brand of lidocaine*™) 


VISCOUS acre 
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lower the “acne salute”’ 


rapid and lasting responses in: 

atopic dermatitis ( 

eczematous dermatoses i | L, I N 
pruritic states Therapeutic-Cosmetic (Resorcin and Sulfur Compounds, Almay®) 
psoriasis Resulin provides resorcin drying and securing mild exfoliation 


of the skin combined with sulfur for inhibiting sebaceous gland 


seborrheic dermatitis activity in cosmetically individualized preparations. Thus, with 


the first application, the facial appearance improves considerably 
while, simultaneously, acne corrective action commences. 
alma-tar.. 
In severe acne RESULIN LOTION, 
al tar bointment » in 4 fl. oz. bottles, Blonde and Brunette 
ma- ™. 
In mild acne or RESULIN LOTION MODIFIED, 
5 when skin is tender in 4 fl. oz. bottles, Blonde and Brunette 
alma-tar... In dry-skin | RESULIN OINTMENT, 
’ comedo-type acne in 1% oz. tubes, Blonde and Brunette 


alma-tar.. soap) RESULIN SOAP WITH SALICYLIC ACID, 


cleansing in all cases in 4 oz. cakes 


alma-tar... RESULIN compounds are indicated 
in all acne conditions: 


Literature and samples sent on reqvest. 


Literature and samples 
sent on request. 


Pharmaceutical and Research Laboratories 
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This is a mark 


you have never seen before 


... but you will see it again and again 
because it is the new mark of Mead Johnson & Company. 

It is our new symbol of service in medicine. 

The flame symbolizes life, appropriately so 

because the business of Mead Johnson & Company 

is that of sustaining human life by serving the physician 

through the development of better nutritional and pharmaceutical 
products ... The flame, too, is symbolic of the dedicated 
knowledge of the medical profession with which we have been 
identified for 50 years... The contrasting field in which 

the flame burns, the square, has attributes which we strive to 
make the disciplines of our Company —stability, exactitude, 


precision and absolute dependability. In these terms we keep 


faith with the medical profession ... We hope you like our new mark, 


and that when you see it in our advertising, on our products and 
correspondence, on our laboratories and office buildings 
it will recall to you the spirit that animates all of 


our people and their activities. 


Mead Johnson 


Symbol of service in medicine 


This is the bright mark of service 


Many physicians who have seen the new Mead Johnson mark 
have said they see in it the shape of an “‘S.”’ And they tell us this 
seems fitting, because they have long been aware of our 
Company’s record of service for which, they say, the letter “S”’ 

must stand... This, of course, is deeply gratifying to us, for indeed 

it has been for 50 years the unflagging resolution of this Company 

to be a symbol of service in medicine at all times—through products 

developed out of research in the nutritional and pharmaceutical - 
fields .. . products we conceive to be integral with all 

the other elements of a broad service philosophy 


geared to the needs of the medical world of today and tomorrow. 


Mead Johnson 


Symbol of service in medicine 
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as a high-potency source of vitamin C, 
citrus juice is unmatched in convenience 


and economy 


Vitamin C recommendations for peak intakes 


of adolescence eh or pregnancy | 


(100 mg. perday) aresupplied by \¢p<4} (7-9 fl. oz.) 


=> 
of citrus juice. But it takes | of apple juice, or \s.9. 
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of grape juice, or |), 


of pineapple juice, or 


al of prune juice to supply this amount of vitamin C.7 


During lactation Recommended Daily 
Allowance for vitamin C is 150 mg.; 
for normal adults, 70-75 mg. 


Florida Citrus Commission, Lakeland, Florida 


+ Data calculated from: 
Watt, B. K. et al., U. S. 
Dept. Agric. Handbook 
No. 8, 1950; and Burger, 
M. et al., Agr. & Food 
Chem. 4:418, 1956. 


FLORIDAC 


CRANGES* GRAPEFRUIT*+ TANGERINES 
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“care of 
the man 
rather than 
merely his 
stomach”® 


we 


two-level control of gastrointestinal dysfunction 


at the central level 
The tranquilizer Miltown® reduces anxiety and tension.?:* ® 
Unlike the barbiturates, it does not impair mental or 

physical efficiency.®:? 


at the peripheral level 
The anticholinergic tridihexethy] iodide reduces 
hypermotility and hypersecretion. 

Unlike the belladonna alkaloids, it rarely produces 
dry mouth or blurred vision.?4 


indications: peptic ulcer, spastic and irritable colon, esophageal 


spasm, G. I. symptoms of anxiety states 


each Milpath tablet contains: 
Miltown® (meprobamate WALLACE) ...... 400 mg. 


(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 


Tridihexethy] iodide 25 mg 


dosage: 1 tablet t.i.d. at mealtime and 2 tablets at bedtime. 
available: bottles of 50 scored tablets. 


references: 
1. Altschul, A. and Billow, B.: The clinical use of meprobamate (Miltown®). 

New York J. Med. 57:2361, July 15, 1957. 2. Atwater, J. S.: The use of anticholinergic 
agents in peptic ulcer therapy. J. M. A. Georgia 45:421, Oct. 1956. 8. Borrus, J. C.: 
Study of effect of Miltown (2-met -propyl-1,3-propanediol dicarbamate) on 
psychiatric states. J. A. M. A. 157 . April 30, 1955. 4. Cayer, D.: Prolonged 
anticholinergic therapy of duodenal ulcer. Am. J. Digest. Dis. 1:301, July 1956. 

5. Marquis, D. G., Kelly, E. L., Miller, J. G., Gerard, R. W. and Rapoport, A.: 
Experimental studies of behavioral effects of meprobamate on normal subjects. Ann. 
New York Acad. Sc. 67:701, May 9, 1957. 6. Phillips, R. E.: Use of meprobamate 
(Miltown®) for the treatment of emotional disorders. Am. Pract. & Digest Treat. 
7:1573, Oct. 1956. 7. Selling, L. S.: A clinical study of Miltown®, a new tranquilizing 
agent. J. Clin. & Exper. Psychopath. 17:7, March 1956. 8. Wolf, S. and Wolff, H. G.: 
Human Gastric Function, Oxford University Press, New York, 1947. 


WALLACE LABORATORIES 
New Brunswick, N. J. 


discontinuous film 
protects without occlusion 


ng baby care through specialized 


Discontinuous film formed by 
Johnson’s Baby Lotion permits 
acceptance of water from underlying 
tissues and escape of water to the 
environment as weli as normal 
respiratory function. 


Contains hexachlorophene, 0.5 per cent. 


SEN 


*Behne, Dz Clark, F.; Jendings, M.; Pallais, V.; Olson, H.; Wolf, L, 


ond Tyler, E. ¥.: West J. Surg: 642152, 1956. Wh 
Composition: 5% in on oll-in-woter emulsion ot pH 4.5 : 
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PRE-MICRONIZATION of particle size assures maximum effectiveness 


M d | h | I°- F pr For quick relief of bronchospasm of any 
e i a e origin. More rapid than injected epinephrine 


in acute allergic attacks. 


Epinephrine bitartrate, 7.0 mg. per cc., suspended 
in inert, nontoxic aerosol vehicle. Contains no alco- 
hol. Each measured dose 0.15 mg. free epinephrine. 


M d | h | | SO” Unsurpassed for rapid relief of symptoms of 
© I a er ~ asthma and emphysema. 


Isoproterenol sulfate, 2.0 mg. per cc., suspended in 
inert, nontoxic aerosol vehicle. Contains no alcohol. 
Each measured dose 0.06 mg. free isoproterenol. 


MEDIHALER’ Air Right Now/ 


Millions of asthmatic attacks have been aborted promptly, 
effectively, economically with Medihaler-Epi and Medihaler- 
Iso. Automatically measured dosage and true nebulization... 
nothing to pour or measure...One inhalation usually gives 
prompt relief. 


Prescribe Medihaler medication with Oral Adapter as first 
prescription. ‘Refills available without Oral Adapter. 


The Medihaler Principle of automatically measured-dose aerosol medications in spillproof, leakproof, 
shatterproof, vest-pocket size dispensers also available in Medihaler-Phen® 
(phenylephrine, hydrocortisone, phenylpropanolamine, neomycin) for prompt, 
lasting relief of nasa! congestion. 


“LOS ANGELES 


— 
. 
AS 
Ee 


Vol. 166, No. 10 


ODM Releases List of “Survival” 
Medical Supplies . . 

House Subcommittee Continues Study 
of Tranquilizers . . 

Dr. Allman Warns on Food Faddists and 
Diet Quacks . . 


LIST OF “SURVIVAL ITEMS” 


A list of items that might be required to sustain 
the civilian population and military personnel after 
a nuclear attack has been released by the Office of 
Defense Mobilization. It was developed from a 
study made by a special interagency committee rep- 
resenting Departments of Agriculture; Commerce: 
Defense; Health, Education, and Welfare; and In- 
terior and Bureau of the Budget, Federal Court 
Defense Administration, Housing and Home Fi- 
nance Agency, and ODM. 

Survival items are defined as those that would be 
required, following nuclear attack, to sustain life at 
a productive level, without which great numbers of 
people might die or have their health seriously 
impaired... . 

In connection with medical supplies, ODM 
points out that many of the items might not be re- 
quired immediately following an attack but would 
be required later to maintain productivity and 
health of the people. 

Health supplies and equipment listed by ODM 
as essential for survival are as follows: 


FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


Typhoid and Paratyphoid 
vaccine 

Tetanus toxoid, alum 
precipitated 

Typhus vaccine, epidemic 


D. Surgical Textiles 


Bandage, gauze, and 
muslin 

Cotton, U.S. P. 

Compresses (burn dress- 
ings included 

Bandage, plaster of paris 

Cellulose, absorbent 

Dressings, first-aid 

Gauze, absorbent 

Mask and cap, surgical 

Gauze, packing, abdom- 
inal 

Sanitary pads 

Abdominal pads 

Adhesive plaster 

Gauze 

Stockinette, surgical 

Wadding, cotton sheet 

Gloves, cotton, white for 
burns 

Emergency Surgical In- 


s 


struments and Supplies 


Iracheostomy set 
Needles, hypodermic 
Forceps, hemostatic 
Forceps, tissue 
Forceps, dressing 
Holder, needle 

Blades, surgical knife 
Handles, surgical knife 
Probe, general operating 
Scissors, bandage 
Scissors, general surgical 


Sutures, absorbable 

Sutures, nonabsorbable 

Retractor set, general 
operating 

Syringes, hypodermic 
Luer 

Splint, leg, Thomas 

Saw, bone 

Rongeur, bone 

Razor and blades (for 
surgical preparations ) 

Drape, surgical, plastic 

Apron, surgical, plastic 

Knife, cast cutting 

Airway, rubber or plastic 

Drain, Penrose 

Tube, duodenal 

Splint, wire, ladder 

Webbing, textile 

Tray, instrument 

rourniquet, nonpneumatic 

Catheters, urethral 

Gloves, surgical rubber 

Needles, surgical 

Ether mask—inhaler 
Yankauer 

Stethoscope 

Forceps, obstretric 

Clinical thermometers 

Tubing, rubber or plastic 
and connections 


*, Common Use Items 


Brush, scrub, surgical 

Buckle, textile webbing 
splint 

Litter 

Light source, portable, 
surgical 


A. 


B. 


pensing Supplies 


Pharmaceuticals 

Acetylsalicylic acid 

Atropine sulfate tablets 
and injections 

Synthetic plasma volum« 
expanders 

Digitalis and derivatives 

Oxygen 

Surgical detergents 

Lubricant, surgical 

Insulin 

Blood derivatives for 
shock therapy 

Water for injections 

Surgical antiseptics 

Antibiotics 

Barbiturates 

Sulfonamides 

Cardiac and respiratory 
stimulants 

Oral electrolytes 

Local anesthetics 

Intravenous solutions for 
replacement therapy 

Morphine and substitutes 

General anesthetics 

Alcohol 

Blood Collecting and Dis- 


Blood donor set, dispos- 
able, field 

Blood recipient set, dis- 
posable, field 

Blood collecting and dis- 
containers 

Tube. blood collecting, 
vacuum 

Intravenous injection sets 

Blood grouping and typ- 
ing serums 

Biologicals 

Tetanus antitoxin 

Smallpox vaccine 

Gas gangrene antitoxin 

Yellow fever vaccine 

Diphtheria antitoxin 

Diphtheria and tetanus 
toxoids and pertussis 
vaccine 

Cholera vaccine 

Plague vaccine 

Rabies vaccine 

Antirabies serum 

Botulism antitoxin, type 
A and B 

Tetanus and diphtheria 

toxoi 


INQUIRY INTO TRANQUILIZING DRUGS 


Dr. R. H. Felix, director, National Institute of 
Mental Health, says that the tranquilizing drugs, 
while a boon to individual patients, nonetheless 
point up the shortage of trained psychiatric person- 
nel in public mental hospitals. He was a witness in 
the closing phase of the House government oper- 
ations subcommittee inquiry into advertising of 
tranquilizers. 

“Patients who are now able to benefit from inten- 
sified treatment and to participate in many different 
kinds of activities frequently must sit and wait for 
long periods because there is not sufficient staff to 
handle them,” Dr. Felix testified. 

Dr. Felix also pointed out that the early return 
of former mental patients to the community has 
emphasized the need for increased facilities to pro- 
mote complete rehabilitation and to keep patients 
well. He said that a number of state mental hos- 
pital systems have set up aftercare clinics for pa- 
tients who require continued drug treatment in 
order to remain out of a hospital. He commented: 

(Continued on next page) 
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“Observations of psychiatrists working in such 
clinics indicate that it is possible to maintain pa- 
tients on tranquilizing drugs for considerable peri- 
ods of time without adverse effects. 

Another witness, Dr. Ian Stevenson, University 
of Virginia School of Medicine, suggested that if a 
further measure of control over advertising be- 
comes necessary a commission might be formed. It 
would scrutinize advertising and other sales prac- 
tices and could receive complaints about abuses. 

The commission could be composed, he said, of 
representatives of the drug manufacturers, the med- 
ical profession through the Council on Drugs of the 
A. M. A., and the Food and Drug Administration. 

Frederick F. Yonkman, Ph.D., in charge of re- 
search for Ciba Pharmaceutical Products, Inc., tes- 
tified on the other hand that the FDA had broad 
powers to correct any misstatements in promotional 
materials sent out with drug products. “In my ex- 
perience, they have been alert and zealous in doing 
so,” he declared. “There is a built-in conservatism 
in our approach to questions of the medical evalu- 
ation of any drug. I know that the Food and Drug 
Administration has the same approach.” 

In testimony before a House appropriations sub- 
committee, the narcotics commissioner, H. J. Ans- 
linger, raised again the issue of refills on barbiturate 
prescriptions. The outspoken head of the Treasury 
Department narcotics agency expressed it this way: 

“I suppose the medical profession and the phar- 
macists do not like what I say, but I tell them there 
should not be a refill of prescriptions because we 
know of a case of a woman whose son was killed in 
the Army in a plane and the doctor gave her 10 
seconal tablets. He thought that would take care of 
her over her period of mourning but she had that 
refilled 300 times. She wound up, of course, in the 
insane hospital. 

“That refilling of a barbiturate prescription, even 
though I am speaking just as an observer, I do not 
think is proper. I do not think they should be al- 
lowed to be phoned in. A doctor can pick up the 
telephone and call the druggist and say ‘Give so- 
and-so 100 half-grain tablets of so-and-so.” That 
should not be.” 

Mr. Anslinger did not, however, see any attrac- 
tion to tranquilizers by drug addicts. “They are not 
interested. That is always a good sign, because 
when you see a drug addict interested in some new 
form of medication, some new synthetic drug, that 
is the one to watch. He is not interested in the 
tranquilizers.” 


DR. ALLMAN WARNS OF FOOD FADDISTS 
AND DIET QUACKS 


The President of the American Medical Associa- 
tion has sounded a warning to the nation against 
another form of quackery—the offerings of food 
faddists and diet quacks. Addressing the National 
Food Conference in Washington, Dr. David B. 
Allman declared: 

“A good many Americans have undiagnosed dis- 
ease of the nerves, bones, liver, kidneys, heart, or 
digestive tract. Fear usually keeps these people from 
seeing their medical doctor even though the disease 
already may be causing some discomfort or even 
sickness. Many seek the easy way out of their diffi- 
culty. Along comes the food faddist or the diet 
quack, and the sick person immediately sees his 
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salvation, especially when he’s told that a certain 
health food, herb mixture or some other phony 
remedy can help him. 

“As a result of the acceptance of the quack’s de- 
vices, many persons put off medical attention too 
long. Thus, if sick persons use ‘secret’ quack formu- 
las and delay medical diagnosis, > orolong 
their own suffering and may indeed ate to 
their own untimely deaths. For this reason, we can- 
not ignore the faddists and the quacks and their 
food and health aids. Americans must be cautioned 
against the nutrition faddists.” 

Dr. Allman told the conference that the A. M. A. 
will produce and distribute this year a filmed tele- 
vision program on the dangers of food faddists and 
fraud and quackery in the field of nutrition. Also 
planned are distribution of a major public educa- 
tion exhibit; a filmed news clip; and printed educa- 
tional material on food fads, facts, and fallacies. 

The broad program, he said, is being worked out 
with the Food and Drug Administration. “The en- 
tire A. M. effort will be a major project,” Dr. 
Allman said, “because doctors realize the serious- 
ness of this health problem. . Our only interest 
is in protecting the public’s interest in good health. 
Unlike the faddists, we are not out to sell millions 
of dollars worth of fad foods—products for which 
no real need exists.” 

The A. M. A.’s Council on Foods and Nutrition 
has developed a guide for good food advertising 
which proposes that claims should be truthful, war- 
ranted, and justifiable, and ads should be free of 
deceptive, unwarranted implications and medical 
“vulgarities.” 

Another conference speaker, James H. Hilton, 
president of Iowa State College, declared that 
studies of food intake of families and of groups of 
individuals indicate that “there is a nutritional 

oroblem in our land of plenty. Many of our people, 
eae of inadequate diets, are not enjoying abun- 
dant health. Particularly vulnerable groups are 
teenage girls, pregnant women, and aging people.” 

Agriculture Secretary Ezra Taft Benson told the 
group only one-tenth of household diets could be 
called poor, although there are families in every 
income category whose diets need to be improved. 
The conference was called by the food industry 
and farm groups in an effort to stimulate the public 
to eat better aie Conference theme was “Food 
Comes First.” 


MISCELLANY 


A United States Atomic Commission Display on 
radioisotopes will be one of the features of the 
; Fifth International Electronic and Nuclear Energy 
Exposition and Congress in Rome, June 16 to 30. 
The American display, entitled “Atoms to Serve 
Mankind,” will highlight President Eisenhower's 
atoms-for-peace program. At the last such con- 
gress, United States scientists presented papers, but 
there was no American exhibit. 
New plastic blood transfusion equipment and 
shipping containers are in use in the armed forces. 
The services report that, among other advantages, 
the plastic equipment is less expensive and more 
efficient logistically. For example, plastic pack units 
needed to collect 144 pt. of blood weigh about 51 
Ib. and occupy 1.6 cu. ft. in storage, in contrast to 
225 Ib. and 9.5 cu. ft. for equipment the new units 
are displacing. 
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FROM OTHER PAGES 


As the Shadows Deepen 


I have recently watched my dearest friend dying... . 
“Dying is something you must do alone,” he said to me on 
my last visit. The loneliness of death is its most awesome 
aspect. The thought of that journey unaccompanied into 
“the undiscover'd country from whose bourne no traveller 
returns” strikes fear into the heart of the cynic as his hour 
approaches. .. . 

Should we tell the patient that he is dying? There is no 
ready answer to this question, for it depends upon so many 
things: on the man’s religion, on his character, on his 
family and business affairs, on the probable mode of his 
death; above all on whether he really wishes to know. The 
devout Catholic demands to know when death is at hand, 
and would feel that a great wrong had been done to him 
if he were not told. In such a case the information should 
be given by the priest. The business man may have to be 
told that he is dying, if he needs to make some disposition 
of his property, or if he is about to indulge in some 
financial adventure that might leave his widow in trouble. 
Most dying men should be advised to make a will if they 
have not already done so, but this course can be advised 
tactfully as a matter of prudence, without any suggestion 
that it will be the last chance. 

When a man is going to die—and this problem arises 
frequently after an operation that has discovered inoperable 
cancer—his wife or nearest relative should always be told. 
She must know for how long an illness she should prepare, 
and what symptoms are likely to appear so that she may be 
prepared with a comforting explanation. She will be helped 
if we tell her that if she plays her part with courage, as we 
are sure she will, and does not let him guess, by word or 
gesture, that she knows the truth, she will be bearing her 
husband’s burden for him. We may also seek her advice as 
to how much he should be told. If the patient is to be told, 
the news should be broken to him early, while it is still a 
distant prospect and not an imminent extinction, while he 
still has time to adjust himself and to plan how he will 
spend the time that remains. If he asks we must answer. 
We must not remain silent, nor must we tell lies. On the 
other hand, we can so soften, manipulate and present the 
truth that it is no more than a clue, one that does not 
demand the humiliation of open acknowledgment, but one 
that gives a hint that, when followed, will lead to the 
truth. ... 

An intelligent patient will come eventually to know the 
truth. He has thought over the story we have told him in 
the long night hours of painless wakefulness, he has com- 
pared it with the steady deterioration that he can feel and 
see in the mirror, and he has come to realize that a decep- 
tion has been staged for his benefit. He realizes that it was 
done to help him, and he is thankful that the truth has 
come gradually and that he has had time to consider it in 
all its implications. He realizes, too, that it is far better for 
both of them that his wife should not know that he knows, 
or that he knows that she knows, and that the last few 
weeks will be intolerable unless he continues to play the 


part we have allotted to him. Only by an understanding 
look or a long squeeze of the hand is the secret that might 
be unendurable sometimes communicated.—Sir H. Ogilvie, 
K.B.E., D.M., F.R.C.S., Journey’s End, The Practitioner, 
November, 1957. 


Sherlock Holmes as an Eye, Ear, Nose and 
Throat Diagnostician 

Nearly everyone knows that Arthur Conan Doyle is the 
creator of Sherlock Holmes. Doyle’s name would have been 
forgotten long ago had not the printed word conferred on 
him universal renown, overshadowing the fact that originally 
he was a member of the medical profession. Receiving his 
medical degree in 1881, Doyle signed as a surgeon on a 
cargo-passenger ship for a voyage to the west coast of 
Africa. . . . In 1882, Doyle established an independent prac- 
tice in a suburb of the seacoast city of Portsmouth, England. 
When he had been in practice for some time, he one day re- 
ceived a letter from the government informing him that his 
income tax report for the previous year had been found 
“Most unsatisfactory.” The harassed Doyle, who earned but 
154 pounds (less than 750 dollars) his first year as a doctor 
and never more than 300 pounds after eight years of general 
practice, scrawled two words across the official letter and 
. With un- 
limited time to sit and ponder in a waiting room that was 


mailed it back. The words were: “I agree.” 


barren of furnishings and patients alike, he began writing 
short stories. Eventually, the sale of two historical novels and 
a group of Sherlock Holmes stories was to finance a short 
post-graduate course in ophthalmology. . . . 

Late in March, 1891, he began practice as an eye special- 
ist in Devonshire Place, London, a location near Harley Street 
which was favored by fashionable doctors. Not a single 
patient ever rang his doorbell. “Every morning” Doyle de- 
clared years later, “I walked from my lodgings in Montague 
Place, reaching my consulting-room at ten, and sat there 
until three or four, with never a ring to disturb my serenity.” 
That June, Doyle removed his professional doorplate, never 
to hang it up again. He had decided to live entirely by his 
writing. The original model for Sherlock Holmes was Dr. 
Joseph Bell, a skilled surgeon, a popular teacher at Edin- 
burgh, and a prolific writer. As a medical student, Doyle was 
deeply impressed by Dr. Bell’s diagnostic intuitions, keen 
observations, and startling deductive powers. . . . The in- 
Huence of Joseph Bell on A. Conan Doyle is apparent 
throughout the Sherlock Holmes saga, although there are 
suggestions that the invention of the immortal detective con- 
formed to a fundamental logic in Doyle’s own temperament. 

. Devotees of Sherlock Holmes are convinced that medi- 
cine’s loss was literature’s gain when Dr. A. Conan Doyle 
tailed to see a single patient during his brief tenure as an 
ophthalmologist at 2 Devonshire Place, London. But it was 
here, waiting for elusive patients who never arrived, that he 
sensed vast possibilities in Sherlock Holmes, including those 
of an eye, ear, nose and throat diagnostician.—Noah D. Fab- 
ricant, M.D., Sherlock Holmes as an Eye, Ear, Nose and 
Throat Diagnostician, Eye, Ear, Nose and Throat Monthly, 
September, 1957. 
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well tolerated, relatively 
nontoxic/no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal stuffiness/ 
well suited for prolonged therapy 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets. Usual dosage: One or two 400 mg. tablets t.i.d. 


For anxiety, tension and muscle 
spasm in everyday practice. 


Miltown 


tranquilizer with muscle-relaxant action 


@-methy!-2-m-propy!-1,3-propanedio! dicarbamate 


THE ORIGINAL MEPROBAMATE 


DISCOVERED & INTRODUCED BY 


WwW) WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 


relaxes 
mind 
J | 


now antiemetic and full-range tranquilizer benefits 
extended to all age groups. e 


perphenazine 


rup 


2 mg./tsp. 


PRESCRIBE IT IN CHILDREN FOR ¢ nausea and vomiting 
¢ behavioral problems 


¢ mild, moderate and severe emotional and mental disorders 


PRESCRIBE IT IN ADULTS FOR __ - elderly patients who prefer liquid medication 


PRESCRIBE IT BECAUSE ¢ behavioral and antiemetic potency are unexcelled 
¢ mental acuity is usually unimpaired 

¢ significant hypotension is absent 

¢ agranulocytosis has not been reported 


For dosage in children and adults, precautions and contraindications, 
consult Schering literature. 


Packaging: TRILAFON Syrup, 2 mg. in each teaspoon (5 cc.), 4 oz. bottle. 


SCHERING CORPORATION *« BLOOMFIELD, NEW JERSEY 


TR-J-2138 
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for continuous relief of 
respiratory congestion. 


* 


PROMPT RELIEF Novahistine LP Tablets 
release effective amounts of medication almost as 
rapidly as a solution. 


CONSTANT RELIEF Novahistine LP releases 
its decongestive drugs at a constant rate in both 
acid stomach secretions and in alkaline intestinal 
juices. 

With Novahistine LP there is no sudden “‘over- 
release”’...no uneven, sporadic effects. 


Convenient oral dosage eliminates patient misuse of 
nose drops, sprays and inhalants...is not likely to 
produce rebound congestion, mucosal damage and 
ciliary paralysis, nor make the patient “‘jittery.”’ 


Each Novahistine LP Tablet contains: 
Phenylephrine hydrochloride 20 mg., Chlorprophen- 
pyridamine maleate 4 mg. Supplied in bottles of 50 
tablets. 

Administration: Adults—2 tablets twice daily will 
provide an adequate therapeutic effect in the average 
patient. Children—One-half the adult dose. 


PITMAN-MOORE company 


Division of Allied Laboratories, inc. « Indianapolis 6, Indiana 


J.A.M.A., March 8, 1958 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Chicago, June 6-10. 
1960 Clinical Meeting, Washington, D. C. 


AMERICAN 


March 


| Mepicat Association, Hotel Statler, Washington, D. C., Mar. 23- 
26. Dr. Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 

AMERICAN ACADEMY OF GENERAL Practice, Municipal Auditorium, 
Dallas, Tex., Mar. 24-27. Mr. Mac F. Cahah, Volker Blvd. at Brookside, 
Kansas City 12, Mo., Executive Secretary. 

AMERICAN COLLEGE or SuRGEONS, REGIONAL MEETING, Hotel Utah, Salt 
Lake City, Mar. 17-19. Dr. Alfred M. Okelberry, 115 E. South Temple, 
Salt Lake City 11, Chairman. 

| AMERICAN PsycnHosoMatic Netherland Hilton Hotel, 

Mar. 29-30. Dr. Morton F. Reiser, 551 Madison Ave., 
Secretary. 

AMERICAN Rapium Society, 
Mar. 27-29. Dr. Theodore R. Miller, 
Secretary. 

AMERICAN Socrety or Faciat PLastic SuRGERY, 
State Univ., Columbus, Ohio, Mar. 10-11. Dr. 
E. 83d St., New York 28, Secretary. 

MicuicaNn Institute, Sheraton-Cadillac Hotel, 
12-14. Dr. L. Fernald Foster, 606 Townsend St., Lansing 
Secretary. 

Mip-CentTRAL STATES Socrety, Little Rock, Ark., 
20-22. Dr. H. O. Mareh, 3244 E. Douglas St., Wichita 8, Kan., 
retary. 

NATIONAL MULTIPLE SCLEROSIS Society, New York, Mar. 11. Mr. Donald 
Vail, 257, 4th Ave., New York 10, Secretary. 

NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, Bellevue-Stratford 
Hotel, Philadelphia, Mar. 12-14. Dr. Franklin M. Foote, 1790 Broadway, 
New York 19, Executive Director. 

Nortu Paciric Socrety or INTERNAL MEDICINE, Spokane, Wash., 
15. Dr. Joseph H. Crampton, 1118, 9th Ave., Seattle, Secretary. 
SOUTHEASTERN SurGcicat Concress, Lord Baltimore Hotel, Baltimore, 
Mar. 10-13. Dr. Benjamin T. Beasley, 45 Edgewood Ave., S. E., Atlanta 

3, Ga., Secretary. 

SOUTHWESTERN SuRGICAL ConGreESS, Shamrock Hilton Hotel, Houston, 
Tex., Mar. 31-Apr. 2, Dr. C. M. O’Leary, 207 Plaza Court Bldg., Okla- 
homa City, Okla., Secretary. 


Cincinnati, 
New York, 


Hollywood Beach Hotel, 
139 E. 36th St., 


Hollywood, Fla., 
New York 16, 


of Ohio 
123 


Hosp. 
Bloom, 


Univ. 
Samuel M. 


Detroit, Mar. 
15, Mich., 


Mar. 
Sec- 


Mar. 


April 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, 
Montgomery, Apr. 17-19. Mr. William A. Dozier, 17 
Montgomery, Executive Secretary. 

AMERICAN ACADEMY OF NEUROLOGY, Bellevue-Stratford, Philadelphia, Apr. 
21-26. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretary. 
AMERICAN ACADEMY OF PEDIATRICS, Spring Session, Hotel Statler, New 
York City, Apr. 21-28. Dr. E. H. Christopherson, 1801 Hinman Ave., 

Evanston, Ill., Executive Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Buffalo, N. Y., Apr. 2-4. Dr. L. B. 
Flexner, Univ. of Pennsylvania Medical School, Philadelphia 4, Secretary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, St. Francis 
Hotel, San Francisco, Apr. 24-26. Dr. D. C. Spriestersbach, University 
Hosps., lowa City, Ia., Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Edgewater Gulf 
Hotel, Edgewater Park, Miss., Apr. 23-25. Dr. William J. Engel, 
2 E. 54th St., New York, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Philadelphia, Apr. 14-18. 
Dr. F. S. Cheever, University of Pittsburgh, Graduate School of Medi- 
cine, Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, 
Statler, Cleveland, Apr. 24-26. Dr. Russell L. Holman, 
Ave., New Orleans 12, La., Secretary. 

AMERICAN ASSOCIATION OF RAILWAY SuRGEONS, Drake Hotel, Chicago, 
Apr. 17-19. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Hotel Shelburne, Atlantic City, N. J., 
Apr. 20-25. Dr. Giles A. Koelsche, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS & GYNECOLOGISTS, Statler Hotel, 
Los Angeles, Apr. 21-23. Dr. John C. Ullery, 15 S. Clark St., Chicago, 
8, Secretary. 

AMERICAN COLLEGE OF Puysici1Ans, Atlantic City, N. J., Apr. 28-May 2. 
Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive Secretary. 

AMERICAN INDUSTRIAL HyGreENE AssocIATION, Convention Hall, Atlantic 
City, N. J., Apr. 21-25. Mr. George D. Clayton, 14125 Prevost, Detroit 
27, Executive Secretary. 

AMERICAN PuysioLocicaL Socrety, Philadelphia, Apr. 14-18. Dr. Ray G. 
Daggs, 9650 Wisconsin Ave., Washington, D. C., Executive Secretary. 

AMERICAN SOCIETY FOR ARTIFICIAL INTERNAL ORGANS, Benjamin Franklin 
Hotel, Philadelphia, Apr. 13-14. Dr. George E. Schreiner, 2025 Eye St., 
N.W., Washington 6, D. C., Secretary. 

AMERICAN SocrETy OF BrioLoGcicAL Philadelphia, Apr. 13-18. 
Dr. Philip Handler, Duke University, Durham, N. C., Secretary. 

(Continued on page 34) 
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Emotional stress is a serious 
threat to an already 
diseased heart. Thoracic 
muscular tension simulating 
cardiac pain is an added 
source of apprehension. 


Anxiety may precipitate 
tachycardia, various 
arrhythmias, coronary 
insufficiency, and increased 
cardiac decompensation. 


‘Miltown’ relaxes both 
mind and skeletal muscle. 
Therapeutic management 
with ‘Miltown’ (200 mg. 
q.i.d.) “definitely reduced 
nervous tension and 


anxiety” in all patients Mi lt 
(80 cases), and enhanced 1 Owl 


recovery from acute cardiac |THE ORIGINAL MEPROBAMATE | 
. 5 * ol DISCOVERED & INTRODUCED BY 

episodes in many cases. | 

* Waldman, S. and Pelner, L.: Management of anxiety associated | | NEW BRUNSWICK, NEW JERSEY 


with heart disease. Am. Pract. & Digest Treat. 8: 100%. July 1957, 
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the skin and helps 
remove blackheads 


Fostex contains a 
combination of sur- 
face active agents 
(Sebulytic*) which: 
Completely emulsify ex- 
cess oil.so that it is 
quickly washed off the 
skin. 


Penetrate and soften 
comedones, unblocking 
the pores and facilitat- 
ing removal of sebum 


Fostex dries and 


peels the skin 
The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 
fects of micropuiver- 
ized sulfur and salicylic 
acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate, sodium dioctyl sulfosuccinate. ) 


FOSTEX CREAM for 
therapeutic washing of 
skin in the initial phase 
of acne treatment, when 
maximum degreasing 
and peeling are de- 
sired. 


FOSTEX CAKE for 
maintenance therapy to 
keep skin dry and sub- 
stantially free of come- 
dones. 


Fostex is easy for your 
patients to use 


Patients stop using soap on 
affected skin areas. Instead 
they use Fostex for thera- 
peutic washing of the skin. 
The Fostex lather is mas- 
saged into the skin for 5 
minutes—then rinse and dry. 


Write for Samples 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. Buffalo 13, New York 


J.A.M.A., March 8, 1958 


AMERICAN SOCIETY FOR EXPERIMENTAL PaTHOLoGy, Philadelphia, Apr. 
14-18. Dr. Cyrus C. Erickson, 858 Madison Ave., Memphis 3, Tenn., 
Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERA- 
pevutics, Philadelphia, Apr. 13-18. Dr. Harold Hodge, University of 
Rochester, Rochester 20, N. Y., Secretary. 

AMERICAN SOCIETY FOR THE Stupy oF STERILITY, Beverly Hilton Hotel, 
Los Angeles, Apr. 18-20. Dr. Herbert H. Thomas, 920 S. 19th St., 
Birmingham 5, Ala., Secretary. 

AMERICAN SuRGICAL AssoOcIATION, Waldorf-Astoria Hotel, New York, 
Apr. 16-18. Dr. R. Kennedy Gilchrist, 59 E. Madison St., Chicago 3, 
Secretary. 

AMERICAN UROLOGICAL AssociaTION, The Roosevelt Hotel, New Orleans, 
La., Apr. 28-May 1. Dr. Samuel L. Raines, 188 S. Bellevue Blvd., Mem- 
phis, Tenn., Secretary. 

ArRIzONA Mepicat Association, San Marcos Hotel, Chandler, Apr. 30- 
May 3. Dr. Leslie B. Smith, 826 Security Bldg., Phoenix, Secretary. 
ASSOCIATION OF SURGEONS OF SOUTHERN SysTeM, Jacksonville, 
Fla., Apr. 14-15. For information address: Dr. Rudolph M. Landry, 

707 Walnut St., Chattanooga, Tenn. 

Ca.irorniA MEDICAL AssociaTION, Ambassador Hotel, Los Angeles, Apr. 
27-30. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

Connecticut STaTE MeEpICAL AssociATION, Stratford, Apr. 30-May 1. 
Dr. Creighton Barker, 160 St. Ronan St., New Haven, Executive Sec- 
retary. 

Eastern States HEALTH EpuCATION CONFERENCE, New York Academy 
of Medicine, New York City, Apr. 24-25. Dr. Iago Galdston, New York 
Academy of Medicine, 2 E. 103d St., New York 29, Secretary. 

FEDERATION OF AMERICAN SOCIETIES FOR EXPERIMENTAL BroLocy, Trade 
& Convention Center, Philadelphia, Apr. 13-19. Dr. Milton O. Lee, 
9650 Wisconsin Ave., Washington 14, D. C., Secretary. 

Georcia, MEpicAL AssociaATION oF, Macon, Apr. 27-30. Mr. Milton D. 
Krueger, 875 W. Peachtree St., N. E., Atlanta, Executive Secretary. 

InpusTRIAL MepicaAL Association, Atlantic City, N. J., Apr. 23. Dr. H. 
Glenn Gardiner, 3210 Watling St., East Chicago, Ind., Secretary. 

Iowa State Mepicat Society, Hotel Savery, Des Moines, Apr. 20-23. 
Dr. R. F. Birge, 529, 36th St., Des Moines 12, Ia., Secretary. 

Joun A, ANprREw Socrety, Andrew Memorial Hospital, Tuske- 
gee Institute, Ala., Apr. 13-18. Dr. Eugene H. Dibble Jr., Andrew 
Memorial Hospital, Tuskegee Institute, Ala., Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE oF, The 
Alcazar Hotel, Baltimore, Apr. 16-18. Dr. Everett S. Diggs, 1211 
Cathedral St., Baltimore, Secretary. 

STATE MEpDIcAL AssociATION, Sheraton-Jefferson Hotel, St. Louis, 
Apr. 13-16. Mr. T. R. O’Brien, 634 N. Grand Blvd., St. Louis, Executive 
Secretary. 

NEBRASKA STATE Mepicat Association, Hotel Cornhusker, Lincoln, Apr. 
28-May 1. Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8, Executive 
Secretary. 

Paciric Society or NevROLOGY AND PsycHiatry, Empress Hotel, 
Victoria, B. C., Apr. 11-12. Dr. Robert M. Rankin, 1621 Southwest 
152d St., Seattle 66, Wash., Secretary. 

Onto State Mepicat Association, Netherland Hilton Hotel, Cincinnati, 
Apr. 15-17. Mr. Charles S. Nelson, 79 E. State St., Columbus 15, Execu- 
tive Secretary. 

Society oF AMERICAN BACTERIOLOGISTS, Morrison Hotel, Chicago, Apr 
27-May 1. Dr. E. M. Foster, University of Wisconsin, Madison 6, Wis., 
Secretary. 

Socrety or CuiinicaAL SurGERY, St. Louis, Mo., Apr. 4-5. Dr. Frank F. All- 
britten Jr., Univ. of Kansas Medical Center, Kansas City, Mo., Secretary. 

Society oF NEUROLOGICAL SURGEONS, Washington-Duke Hotel, Durham, 
N. C., Apr. 18-19. Dr. Bronson S. Ray, 525 E. 68th St., New York 21, 
Secretary. 

SOUTHWESTERN SOCIETY OF NUCLEAR MeEpiciINE, Baker Hotel, Dallas, Tex., 
Apr. 12-13. For information address: Dr. Hugo F. Elmendorf Jr., 730 
Medical Arts Bldg., San Antonio 5, Tex. 

TENNESSEE STATE Mepicat Association, Civic Auditorium, Gatlinburg, 
Apr. 20-23. Dr. R. H. Kampmeier, 112 Louise Ave., Nashville 5, Sec- 
retary. 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the information 
of readers of THe JourNnaL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 


Sunday, March 16, 1958 
NBC-TV, 5:30 p. m., EST. “Hemo the Magnificent—Story 
of Blood and Its Circulation,” will be featured in the Bell 
System Science Series. In color, this program uses animated 
characters and scientific motion pictures to explain the 
operation of the heart and the body’s circulatory system. 
(Continued on page 36) 
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links 
freedom from 


anginal attacks with a shelter of 


tranquility 


In pain. Anxious. Fearful. On the road to cardiac 
invalidism. These are the pathways of 

angina patients. For fear and pain are inexorably 
linked in the angina syndrome. 

For angina patients— perhaps the next one who 
enters your office—won't you consider new 
CARTRAX? This doubly effective therapy combines 
PETN (pentaerythritol tetranitrate) for lasting 
vasodilation and ATARAX for peace of mind. 

Thus CARTRAX relieves not only the anginal pain 
but reduces the concomitant anxiety. 

Dosage and supplied: begin with | to 2 yellow CARTRAX 
“10” tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased for more 
optimal effect by switching to pink CARTRAX ‘*20” tablets 
(20 mg. PETN plus 10 mg. ATARAX.) For convenience, write 
“CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on 
a continuous dosage schedule. Use PETN preparations 

with caution in glaucoma. 

“Cardiac patients who show significant manifestations of 
anxiety should receive atavactic treatment as part of the 
therapeutic approach to the cardiac problem.”! 


— 
New York 17, New York 1. Waldman, S., and Pelner, L.: Am. Pract. & Digest Treat. 8:1075 (July) 1957. 

Division, Chas. Pfizer & Co., Inc. * TRADEMARK 
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NEW... 


for the anginal heart 


POSITIVE 
CORONARY 
VASODILATION 


with LESS cardiac work 


Penite provides positive coronary vasodilation 
to increase oxygen supply to the myocardium. 
Furthermore, by reducing stress and tachy- 
cardia, the work load of the heart is reduced. 


Results of clinical studies show that Penite can 
provide unsurpassed freedom from anginal at- 
tacks. 


“We have recently had gratifying results from 
... [| Penite] tablets. 


“In our experience so far, the number of an- 
ginal attacks has been sharply reduced .. .”’' 


EACH PENITE TABLET CONTAINS: 
Nitroglycerin (1/200 gr.) 0.3 
Pentaerythritol tetranitrate 1 
Reserpine 

DOSAGE: 


Usually, swallow one tablet before each meal and 
one at bedtime if needed. Clinical supplies on 
request. 


1. Plotz, M.: Coronary Heart Disease, Hoeber-Harper, New 
York, 1957, p. 299. 


PENITE 


CARNRICK 


G. W. Carnrick Company e Newark 4, New Jersey 


J.A.M.A., March 8, 1958 


MAGAZINES 


McCall’s, March, 1958 
“Pregnancy, Birth and Abortion,” by Ernest Havemann 
This is the first of a two-part summary of the newest 
“Kinsey Report.” This report is based on a study made 
at Indiana University by the Institute for Sex Research. 
It deals chiefly with abortions anc unwanted pregnancy. 


“Shots—Which Ones, When and Why?” by Milton J. E. Senn, 
M.D. 
This article presents questions and answers about immuni- 
zations. New vaccines, immunity, bad reactions, gamma 
globulin, influenza shots, and BCG vaccine are among the 
subjects discussed. 


“Dandruff and Your Hair.” 
The subject of dandruff, its cause and treatment, is dis- 
cussed in the regular series entitled “The Doctor Talks 
About...” 


“All About Your Throat,” by Evan Wylie 

The author says that no other disease save its frequent 
companion, the common cold, is so much with us. He 
discusses why throats are often sore and what can_ be 
done about them. One specialist is quoted: “Life is a 
continuous battle for survival between the individual 
cell and the organisms that attack it. Nature favors neither 
man nor microbe, and he who is best able to protect 
himself will survive.” 


Redbook, March, 1958 
“How Safe Is Your Hospital?” by Ruth and Edward Brecher 
This article claims that barely half of the 7,000 hospitals 
in the United States meet established standards of safety 
The authors advise: “Before entering a hospital or taking 
anyone to it, find out whether it has been accredited by 
the Joint Commission or Accreditation of Hospitals.” 


Good Housekeeping, March, 1958 
“Mental Illness,” by Walter C. Alvarez, M.D. 
The author says that most persons cannot go insane—they 
are born too sensible. But, for families who must cope with 
the problem of mental illness in a relative, he gives advice 
concerning the nature of the ailment and methods of deal- 
ing with it. 


Ladies Home Journal, March, 1958 

“Our Teen-Age Drug Addicts,” by Margaret Parton and Mary 

Ann MacKaye 
Crowded neighborhoods are breeding new delinquents. 
They consist of teen-age “junkies,” turned criminal to 
support the habit, according to these authors. They say 
that the common age for becoming a drug user today is 
16 years. The article includes a list of signs to watch for 
in teen-agers which might indicate they are using narcotics 


“How Neurotic Are You?” by John E. Gibson 


Questions and answers about the neuroses. The article 
says that there are a surprising number of common “garden 
variety” neurotics. 


Family Weekly, March 2, 1958 
“What the Atom Is Doing for You,” by Lillian Pompian 


According to this article the atom is working in countless 

ways to enrich and lengthen life already. The use of 

isotopes in medical research and application is discussed. 
“They Teach Traffic Safety,” by Phil Hirsch 

This article tells about the Northwestern University Traffic 

Institute where experts instruct local police officers in the 

tough but vital job of reducing automobile accidents. 


This Week, March 9, 1958 
“The Real Key to Happier Living,” by W. W. Bauer, M.D. 
To be able to get along with yourself, with others, and 
with circumstances is the essence of good mental health, 
according to the author who is Director of the Bureau of 
Health Education of the A. M. A. 
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nutritional rehabilitation / not well, but well fed 


. he'll be back with the family soon 


he’s being well fed with 


oustagen’ 


Therapeutic food, Mead Johnson 


powder 


the only single food complete in all known 


essential nutrients 


With Sustagen you can provide every essential 
nutrient your medical, surgical and poorly nour- 
ished patients need for nutritional maintenance 
and rehabilitation. Generous in protein, calo- 
ries, vitamins, calcium and iron, Sustagen 
builds tissue...helps patients feel better, re- 
cover faster. As the sole source of food or as a 
supplement, Sustagen is easy to take in hospital, 
at home, on the job. 


The booklet “Recipes for Sustagen Beverages” tells your 
patients how easy it is to prepare flavorful drinks. For 
your copies, ask your Mead Johnson Representative or 
write to us, Evansville 21, Indiana. 


Mead Johnson 


Symbol of service in medicine 


. 
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NATIONAL ORGANIZATIONS OF MEDICAL INTEREST 


J.A...1.A., March 8, 1958 


PRESIDENT 


Roy Morton, Oak Ridge, Tenn 
Ogden, Hartford 14, Conn 
| Maxwell Lockie, Buffalo 2, N. Y 
Wendall G. Scott, Clayton yl Mo 
Ruth Weaver, Philadelphia 
Richard v Ebert, Little Rock, Ark. 
imory Warner, wa City, la 
Otto Krayer, Boston 
t‘harles M. McLane, New York 28 
Ralph S. Sappenfield, Miami 37, 
John T. Edsall, Cambridge, Mass 
John L. Goforth, Dallas, Texas 
Douglas B. Parker, New Orleans. 
S. Milton Dupertuis, Pittsburgh 13 
Donald L. Augustine, Boston 15 
John H Mulholland, New York 16 
Arthur C New York 
Mheodore Boston 16 
Urological Assn William J. Baker, Chicago 
Venereal Disease Assn Sidney Olansky, Durham, N. C 
Veterinary Medical Assn W. W. Armistead, East Lansing, 
Assn. for Research in Nervous & Ment. Dis.| Lee Eaton, Rochester, Minn 
Assn. for Research in Ophthalmology T. E. Sanders, St. Louis 
of American Medical Colleges Lowell T. Coggeshall, Chicago 
of American Physicians William S. Tilleh, New York 
of Life Ins. Med. Dir. of Norman J. Barker, Hartford 15, 
Medical Illustrators Lewis A. Waters, Dallas 19, Tex 
Military Surgeons of U. Charles R. Mueller, Washington 6, 
Public Health Phys Sanford P. Lehman, Seattle 
of State & Territorial Health Officers| Herman E. Hilleboe, Albany, 
Biological Photographic Assn Mr. Leo C. Massopust, 
Central Assn. of Ob. & Gyn Herbert E Schmitz, 
Central Neuropsychiatric Assn Edward G. Billings, Denver 6 
Central Society for Clinical Research Thorton Scott, Lexington, Ky 
Central Surgical Assn Hilger P. Jenkins, Chicago 37 
Clinical Orthopaedic Marcus J. Stewart, Memphis 


SOCIETY 
American 


Public Health Association 

Radium Society 

Rheumatism Assn 

Roentgen Kay Society 

School Health Assn 

Society for Clinical Investigation 
Society for Experimental Pathology 
Society for Pharm. & Ex. Ther 
Society for the Study of Sterility 
Society of Anesthesiologist 

Society of Biological Chemists. 
Society of Clinical Pathologists 
Society of Maxillofacial Surgeons 
Society of Plastic & Reconst. Surg 
Society Medicine & Hygiene 
Surgical Assn 

Therape Society 

Trudeau Society 


Mr 


Fla 


Mich 


America Conn 


8 


N. ¥ 
Milwaukee 
Chicago 2 


Society +, Tenn 
|Charles P. Larson, Tacoma, Wash 
Havighur, Chicago 37 
W. Shilling, Los Ange 
Birmingham, 
<eys, Rochester, } 
Townse “nd, St. Louis 6, } 


American Pathologists 
Society J 
Industrial Medical Association Jerome 
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Another volume is now available 


YOUR 
GUIDE TO 

CURRENT 
PUBLICATIONS 


SUBSCRIPTION PRICE: 
$25 a Year 
Canadian and Foreign 
$27 a Year 
Single Volumes: 
Domestic, $15; Canadian and Foreign, $16 


WITH AUTHORS 


AND SUBJECTS 


Divided into sections, one devoted to books and the 
other to periodical literature, the QUARTERLY 
CUMULATIVE INDEX MEDICUS contains, in its 
major part, a compilation of periodical references by 
author and subject arranged in one alphabet for easy 
use. The exact bibliographic reference is given under 
the author with the title in the original language, 
while titles under subject headings are all in English. 
The index also includes a listing of journals, addresses 
and publishers. 


The QUARTERLY CUMULATIVE INDEX MEDI- 
CUS appears twice a year; volumes are cloth bound 
and cover periodicals received within the six months 
indicated. These volumes are a convenient and inclu- 
sive reference for current medical literature. Invalu- 
able for practitioners, specialists, teachers, editors, 
writers, investigators, students and libraries. 
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t 2 cycline absorption, 
higher serum levels 
and more certain 
contro! of infection... 


“4 
on 
‘ “4 
} more effective [than tetracycline HC!] in treat- 


Suits every tetracycline needtoa 


Typical comments from clinical investigators 


“The advantages of higher blood and tissue levels of tetracycline in 
combating infections with susceptible bacteria are significant.”' 


“All patients with infections caused by tetracycline-sensitive or- 
ganisms responded satisfactorily to tetracycline phosphate com- 
plex therapy.”* 


“The increased serum levels obtained with it [tetracycline phos- 


phate complex] may be considered a ‘safety factor’.”’*® 
“It effectively controlled the pyogenic component. . .”” 


“Side effects were infrequent and mild... .”* 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


in a wide 


variety of 


including: 


pneumonia, 
acute bronchitis, 
pharyngitis, 
sinusitis, 

septic sore throat, 
whooping cough. 


pyelonephritis, 
pyelitis, 
cystitis, 
prostatitis, 
urethritis. 


bacillary and 

amebic dysentery, 
bacterial diarrhea, 
gastroenteritis. 


cellulitis, 
furunculosis, 
pustular dermatoses, 
acne. 


typhus fever, 
Rocky Mountain 
spotted fever, 
trachoma, 
lymphogranuloma 
venereum, 


psittacosis. 


preoperative prepara- 
tion of gastrointestinal 
tract; deliveries in un- 
sterile fields. 
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TETRACYCLINE PHOSP 


Faster, higher tetracycline serum levels 
for more certain control of infection."“°""'*" 


Significant serum levels for 24 hours on a single 
dose of Tetrex Intramuscular (250 mg.)”” 


A single, pure antibiotic (not a mixture.) 


1,6,8,11 


. B.i.d. or q.i.d. dosage equally effective orally. 


11,6 


Clinically ““sodium-free. 


A dosage form for every tetracycline need. 


References: 1, Cronk, G. A., Naumann, D. E., and Casson, K.: Fifth 
Annual Symposium on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 

2. Dube, A. H.: Ibid. 3, Portney, B., Draper, T., and Wehrle, P. F.: 

Ibid. 4, Shidlovsky, B. A., Prigot, A., Maynard, A. de L., Felix, A. J., 

and Hjelt-Harvey, I.: Ibid. 5, Cronk, G. A., and Naumann, D. E.: 

Ant. Med. & Clin. Ther. 4:166, 1957. 6. Prigot, A., Shidlovsky, B. A., 

and Felix, A. J.: Ibid. 4:487, 1957. 7, Pulaski, E. J., and Isokane, R. K.: 

Ibid. 4:408, 1957. g, Putnam, L. E.: Ibid. 4:470. 1957. 9. Rein, C. R., - 
and Fleischmajer, R.: Ibid. 4:422, 1957. 10, Welch, H., Lewis, C. N 
Staffa, A. W., and Wright, W. W.: Ibid. 4:215, 1957. 11, Pulaski, E. J. 
Practitioner 179:465, 1957. 
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US-PAT NO. 2.791 609 


OSPHATE COMPLEX 


Five groups of investigators who administered TETREX to 
996 patients with a wide variety of infections reported 
excellent therapeutic results, with a remarkably low inci- 
dence of side effects.'*°*? As one group reported: “All 
patients infected with tetracycline-sensitive organisms re- 
sponded satisfactorily to therapy.”' In only 8 patients 
(0.8% ) of the 996 were side effects such as to require 
discontinuance of therapy. 


As the need arises — a suitable dosage form: Tetrex Capsules 
(250 mg.), Tetrex Pediatric Capsules (100 mg.), Tetrex Intra- 
muscular (250 mg.) with Xylocaine*, Tetrex Intramuscular (100 
mg.) with Xylocaine* 


Also Available: Tetrex Syrup and Tetrex Pediatric Drops (tetracy- 
cline syrup, phosphate buffered.) 


*® of Astra Pharm. Prod. Inc. for lidocaine. 


Bristol casorarories INC., Syracuse, N. Y. 


in a wide 
variety of 


including: 


pneumonia, 

acute bronchitis, 
pharyngitis, 
sinusitis, 

septic sore throat, 
whooping cough. 


pyelonephritis, 
pyelitis, 
cystitis, 
prostatitis, 
urethritis. 


bacillary and 

amebic dysentery, 
bacterial diarrhea, 
gastroenteritis. 


cellulitis, 
furunculosis, 
pustular dermatoses, 
acne. 


typhus fever, 
Rocky Mountain 
spotted fever, 
trachoma, 
lymphogranuloma 
venereum, 
psittacosis. 


preoperative prepara- 
tion of gastrointestinal 
tract; deliveries in un- 
sterile fields. 


improvement and ultimate replacement 
for the older tetracycline hydrochloride.”' 


A potent, 


effective, low-dose 


Powerful new adsorbent—five times as adsorp- 
tive as kaolin in vitro 


Two synergistic antibiotics— more effective anti- 
diarrheal spectrum than with either antibiotic alone 
(minimal systemic absorption precludes toxicity) 


High potency—for clinical effectiveness, small 
dose 


Refreshing taste—highly acceptable to patients 
of all ages 


Seltate, Potymyzin Sultate, and Pec with Ciav.ord® (Activated Attapaigite, Wyeth) Get 


"Trademark 


Supplied: Bottles of 8 fi. oz. 
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Four frequently asked 


questions about S.K.F.’s ‘Spansule’ capsules 


1. How do you prove that ‘Spansule’ capsules give sustained 
release of medication over a prolonged period of time ? 


Many different tests verify the sustained release characteristic 
of S.K.F.’s ‘Spansule’ capsules. Among them are: |. in vitro 
evaluations using modified U.S.P. methods; 2. pharmacological 
studies and autopsy examinations in animals; 3. serial radiographs 
in humans; 4. periodic blood-level determinations (when the com- 
pound lends itself to this method of measurement); 5. scores of 
published clinical observations—in many thousands of patients— 
confirming uninterrupted therapeutic effect over a prolonged period 
of time. 


2. Does S.K.F. buy the medication-bearing pellets in‘Spansule’ 
capsules from other companies ? 

No. ‘Spansule’ sustained release capsules are an original de- 
velopment of S.K.F. research. All pellets employed in ‘Spansule’ . 
capsule preparations are formulated and manufactured on/y by S.K.F. 


3. Does S.K.F. distribute *Spansule’ capsule preparations to 


other companies for resale ? 


No. ‘Spansule’ capsules are manufactured and distributed only 
by S.K.F. All ‘Spansule’ capsules bear the $.K.F. monogram. 


4. Does S.K.F. sell the medication-bearing pellets in *Spansule’ 
capsules to other companies ? 


No. 
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The newest 


‘Spansule’ capsule 


One of the fundamental drugs in medicine... 


Thorazine* 


chlorpromazine, S.K.F. 
Spansule* 
sustained release capsules, S.K.F. 


Providing sustained therapeutic effect in all 
indications where “Thorazine’ has proved valuable. 


For prompt and sustained control of (1) mental 
and emotional disorders, (2) nausea and vomiting 


* 
Compazine 
prochlorperazine, S.K.F. 

* 
Spansule 
sustained release capsules, S.K.F. 


Remarkable for its freedom from 
drowsiness and depressing effect. 


A well-tolerated broad-spectrum antibacterial in 
a unique sustained release /iquid form... 


Sul-Spansion; Liquid 


ethylthiadiazoie), S.K.F. 

For respiratory and urinary infections... 
there is no safer or more effective sulfon- 
amide preparation you can _ prescribe. 


For b.i.d., 24-hour control of both physical 
and psychic factors in g.i. disorders . . . 


Combid; 


Darbidt (isopropamide, S.K.F.) 5 mg. 
plus Compazine* (prochlorperazine, 


S.K.F.) 10 mg. 


Spansule* 


sustained release capsules, S.K.F. 


One strength 
i 


= 


When the overwrought patient needs smooth and 
subtle relief of both anxiety and depression... 


Dexamyl* 


Dexedrine* plus amobarbital 


Two strengths 


Spansule* es 
sustained release capsules, S.K.F. 


(1) ‘Dexedrine’, 10 mg., and amobarbital, 1 gr. 
(2) ‘Dexedrine’, 15 mg., and amobarbital, 1 gr. 


When the overweight patient needs daylong 
control of appetite in weight reduction .. . 


Dexedrine* 


dextro-amphetamine sulfate, S.K.F. 


5 mg.. 


10 mg. and 


Spansule* 


sustained release capsules, S.K.F. 


When the allergic patient needs uninterrupted 
antihistamine protection . 


Teldrin* 


chlorprophenpyridamine maleate 


sustained release capsules, S.K.F. 


Spansule* Prk 


15 mg. 


8 mg. 
* and 12 mg. 


_ over a prolonged period of time 


sustained release of medication | 


made only by 


Smith Kline & French Laboratories, Philadelphia 


first z in sustained release oral medication 


*T.M. Reg. U.S. Pat. Off. 
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sulfonamide 


effective antibacterial activity—effectively combats many 
al infections on only a fraction uf the dosage usual for 
most other sulfonamides ... especially effective in genitourinary tract infections due to sulfonamide- 
sensitive organisms maximum convenience —one-tablet-a-day schedule minimizes possibility oi 
missed doses « rapid effect—therapeutic blood levels promptly attained - prolonged action —sus- 
tains effective blood and mrine concentrations day and night on | tablet daily « well tolerated —high 
solubility in acid urine and low dosage minimize possibility of crystalluria. 

Adult Posage: Initial (Gest day)—2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2 Gm.) for severe 
infections, Maintenanee =1 tablet (0.5 Gm.) daily. Children’s Dosage: According to weight. See literatare for details 
of dosage and adydnisteation. Available> Quarter-scored tablets of 0.5 Gm., bottles of 24 and 100. 
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Eryt 


against staph-, 
strep- and 
pneumococci 


hrocin 


STEARATE (Erythromycin Stearate, Abbott) 


indications 

ERYTHROCIN is indicated in treat- 
ing infections caused by staphy- 
lococei, streptococci (including 
enterococci), and pneumococci. 
Indicated also, in treating infec- 
tions that have become resistant 
to other antibiotics. May be used 
for patients who are allergic to 
penicillin or other antibacterials. 


Dosage 

Usually administered in a total 
daily dose of 1 to 2 Gm., depending 
on severity of infection. Suggested 
dose is 250 mg. every six hours; 
for severe infections, usual dose is 
500 mg. every six hours. 


Supplied 

In bottles of 25 and 100 Filmtabs 
(100 and 250 mg.). Also, in tasty, 
cinnamon-flavored oral suspen- 
sion, in 75-cee. bottles. Each 5-cc. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


SFiimtad— Film -seaied tablets, Abbott; pet. applied for. 
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REMARKABLE EFFECTIVENESS PLUS A SAFETY RECORD 
UNMATCHED IN SYSTEMIC ANTIBIOTIC THERAPY TODAY 


Actually, after almost six years of extensive use, there has not been a single report 
of a serious reaction to ERYTHROCIN. And, after all this time, the incidence of 
resistance to ERYTHROCIN has remained exceptionally low. 

You’ll find ERYTHROCIN is highly effective against the majority of coccal infec- 
tions and may also be used to counteract complications from 
severe viral attacks. It comes in Filmtabs and in Oral Suspension. 6Gctt 
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Indications 
for those Against all penicillin-sensitive 
penicillin-sensitive organisms. For prophylaxis and 
organisms treatment of complications in 


viral conditions. And as a prophy- 
laxis in rheumatic fever and in 
rheumatic heart disease. 


Dosage 

Depending on the severity of the 
infection, 125 to 250 mg. (200,000 
to 400,000 units) every four to six 
hours. For children, dosage is de- 
termined by age and weight. 


Supplied 

Filmtabs COMPOCILLIN-V (Potas- 
sium Penicillin V, Abbott) come in 
125 mg. (200,000 units), bottles of 
50; and in 250 mg. (400,000 units), 
bottles of 25. Oral Suspension 
COMPOCILLIN-V (Hydrabamine 
Penicillin V, Abbott), contains 180 
mg. per 5-ce. teaspoonful, in 40-ce. 
and 80-ce. bottles. 
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THE HIGHER BLOOD LEVELS OF COMPOCILLIN-V 
—IN EASY-TO-SWALLOW FILMTABS AND TASTY, ORAL SUSPENSION 


units/cce. 16 


Filmtab Compocillin-V 
(Potassium Penicillin V, Abbott) 


Uncoated Potassium Penicillin V 


Buffered Potassium Penicillin G 


Doses of 400,000 units were administered before 
mealtime to 40 subjects involved in this study 


The chart represents a comparison of the blood levels of 
FILMTAB COMPOCILLIN-V (Potassium Penicillin V, Abbott) 
with uncoated potassium penicillin V, and with buffered 
potassium penicillin G. Bar heights show ranges, while 
crossbars show medians. Note the high ranges and aver- 
ages of FILMTAB COMPOCILLIN-V at % hour, and at 1 hour. 


Hours % 1 2 


4 


Now, with Filmtab COMPOCILLIN-V, patients get (and within minutes) fast, high peni- 
cillin concentrations. Note the blood level chart. 

COMPOCILLIN-V is indicated whenever penicillin therapy is desired. It comes in 
two highly-acceptable forms. Filmtab COMPOCILLIN-V offers two therapeutic dosages 
(125 and 250 mg.). Patients find Filmtabs tasteless, odorless and easy-to-swallow. 


For children, COMPOCILLIN-V comes in a tasty, banana-flavored Oh 
suspension. It’s ready-mixed — stays stable for at least 18 months. 
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Spontin 


and when 
coccal infections 
hospitalize 
the patient 


(Ristocetin, Abbott) 


Indications 


SPONTIN is indicated for treating gram- 
positive bacterial infections. Clinical 
reports have indicated its effectiveness 
against a wide range of staphylococcal, 
streptococcal and pneumococcal infec- 
tions. It can be considered a drug of 
choice for the immediate treatment of 
serious infections caused by organisms 
resistant to other antibiotics. 


Dosage 


Recommended dosage depends on the 
sensitivity of the microorganism and on 
the severity of the disease under treat- 
ment. For pneumococcal and streptococ- 
cal infections, a dosage of 25 mg./Kg. 
per day will usually be adequate. Major- 
ity of staphylococcal infections will be 
controlled by 25 to 50 mg./Kg. per day. 
However, in endocarditis due to rela- 
tively resistant strains or where vege- 
tations or abscesses occur, dosages as 
high as 75 mg./Kg. per day may be used. 
It is recommended that the daily dosages 
be divided into two or three equal parts 
at eight- or twelve-hour intervals. 


Supplied 

SPONTIN is supplied as a sterile, lyophi- 
lized powder, in vials representing 500 
mg. of ristocetin activity. 
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SPONTIN comes to the medical profession with a clinical history of dramatic results 
—cases where the patients were given little chance of survival. 

During these careful, clinical investigations, lives were saved after weeks (and 
sometimes months) of antibiotic failures. These were the cases where the infecting 
organisms had become resistant to present-day therapy. And, just as important, 
were the good results found against a wide range of gram-positive coccal infections. 

Essentially, SPONTIN is a drug for hospital use, for patients with potentially 
dangerous infections. In its present form, SPONTIN is administered intravenously 


using the drip technique. Dosage may be dissolved in 5% dextrose in water or in 
any isotonic or hypotonic saline solution. Some of the important therapeutic points 
of SPONTIN include: 


& —ssuccessful short-term therapy for acute or subacute endocarditis 

2 sinew antimicrobial activity — no natural resistance to SPONTIN was found in 
tests involving hundreds of coceal strains 

3 = antimicrobial action against which resistance is rare — and extremely diffi- 
cult to induce 

4 bactericidal action at effective therapeutic dosages. 


SPONTIN is truly a lifesaving antibiotic. It could save the life (1p; ) 
of one of your patients—does your hospital have it stocked? ( ott 
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A LIFESAVING ANTIBIOTIC AFTER OTHER ANTIBIOTICS HAD FAILED | 


J.A.M.A., March 8, 1958 


AN INDISCRIMINATE 
KILLER, TOUCHING 


earl THE YOUNG OR OLD 


The ‘‘well-informed”’ patient can help you, by helping himself. For reliable information 
on this subject, have your patients read: 


A collection of Hygeia articles: The War Against Heart Diseases Still Rages, Hearts in the 


HEALTHY HEARTS Breaking, Preventing Heart Attacks, Heart Diseases of Middle Life. 20 pages, 20 cents 


In relation to overweight, hardening of the arteries, high blood pressure, blood clots, 
diabetes. by William W. Bolton, 8 pages, 15 cents 


STROKE 


Covering types of attacks, symptoms, relief and heart diseases. by Walter Modell, 
12 pages, 15 cents 


HEART ATTACK 


A KITCHEN FOR THE Designed for the cardiac housewife, but the work-saving ideas can be applied in any 
“TAKE-IT-EASY” COOK kitchen. Illustrated. by Anna May Wilson, 16 pages, 20 cents 


Write to: ORDER DEPARTMENT 
AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET ¢ CHICAGO 10 @ ILLINOIS 


when anxiety and tension “erupts” in the G. I. tract... 


in spastic 
and irritable colon 


% 


Meprobamate with PATHILON ® Lederle 
Combines Meprobamate (400 mg.) widely prescribed tranquilizer . . . helps control the 
“emotional overlay” of spastic and irritable colon—without fear of barbiturate loginess, hangover or 
addiction . . . with PATHILON (25 mg.) an anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 
Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


C Lederle) *Trademark ®Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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-§- Like oil on troubled waters... y 0 N N AT AL 
Formula DONNATAL EXTENTABS® 
DONNATAL TABLETS rovides dependable spasmolysis 
DONNATAL CAPSULES Each Extentab (equiva- P P P y 
DONNATAL ELIXIR (per 5 cc.) lent to 3 Tablets) pro- through provision of natural belladonna 
Hyoscyamine Sulfate......0.1037 mg, vides sustained 1-tablet alkaloids in optimal ratio, with phenobarbital 
Atropine Sulfate ............ 0.0194 mg. effects...evenly, for 10 to 


Hyoscine Hydrobromide..0.0065 mg. 12 hours — all day or all 
Phenobarbital (% gr.).... 16.2mg. night on a single dose. A.H. ROBINS COQO.,INC., RICHMOND 20, VA, 
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JOINTS INVOLVED IN GOUT 


INITIAL SUBSEQUENT 
ATTACK ATTACKS 


10% 
16% 
3 4% 20% 
18% 


1, Recurrent joint pain followed by 2, Enlargement of bursae such as in 
long periods of complete remis- this case involving the olecranon 
sion. (Percentages refer to inci- bursa. 
dence.) 


FROM THESE FINDINGS 


8, Elevated serum uric acid levels. 4, Colchicine test: full dose (0.5 
mg.) every 1 to 2 hours until pain 
ty —— is relieved or nausea, vomiting or 

 ——s diarrhea occur. The test requires 
protien usually 8 to 16 doses. Pain relief 
ay is highly indicative of gout. 
MG NORMAL RANGE GOUTY RANGE 
% 
10 


8 
6 
4 
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GOUT: 


PROBENECIO 


A SPECIFIC FOR GOUT 


Once findings point to gout, long-term management can be started 
with BENEMID. This effective uricosuric agent has these unique 


benefits: 

e Urinary excretion of uric acid is approximately doubled. 

e Serum uric acid levels are reduced. 

e Uric acid deposits (tophi) in tissues are mobilized. 

e Formation of new tophi can often be prevented. 

e Fewer attacks and severity is reduced. 

RECOMMENDED DOSAGE: 0.25 Gm. (1% tablet) twice daily for one week followed 
by 1Gm. (2 tablets) daily in divided doses. 


BENEMID is of remarkably low toxicity—usually so low as to be clinically 
insignificant—even in patients who have been on non-interrupted therapy 
for more than eight years. Uricosuric effect of salicylates and BENEMID 
are mutually antagonistic and these compounds should not be used together. 


&p MERCK SHARP & DOHME 


DIVISION OF MERCK & CO, Inc., PHILADELPHIA 1, PA 


Benemid is a trade-mark of Merck & Co . Inc 
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"Take up a | 
relaxing hobby...” | 


~ 
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You Can Rely on Your 
Walgreen Pharmacist for 
Truly Dependable Prescription Service 


Ju hat the Doctor Ordered? 
ust what the Voctor zerea: | 
/ 


Ten or fifteen years ago this patient should have sought proper 
treatment for his severe acne. Now only surgery can remove the 
unsightly scars. The emotional scars will be harder to remove. 


When patients ask your advice about acne or when you see any patient 
whose acne needs attention, prescribe ‘Acnomel’ Cream or Cake. 
‘Acnomel’ has proved its effectiveness and safety in many thousands 
of patients. These patients appreciate the ease of application with 
‘Acnomel’ and the fact that it conceals as it heals. 


To provide all-day and all-night therapy, prescribe both ‘Acnomel’ 
Cream and Cake—Cream for morning or evening use and Cake for 
convenient use away from home. 


AG N = cream & CAKE 


sulfur, resorcinol, hexachlorophene 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U. S. Pat. Off. 
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COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


In a recent report of five years’ experience involving 2,142 patients, 
the authors conclude that CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) is a valuable and effective antibiotic in the treatment 
of various acute infectious diseases.! 


Other current reports of in vivo and in vitro studies agree that 
CHLOROMYCETIN has maintained its effectiveness very well 
against both gram-negative? and gram-positive *!° organisms. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged 
or intermittent therapy. 


REFERENCES (1) Woolington, S. S.; Adler, S. J., & Bower, A. G., in Welch, H., & Marti- 
Ibanez, F: Antibiotics Annual 1956-1957, New York, Medical Encyclopedia, Inc.,»1957, p. 365. 
(2) Ditmore, D. C., & Lind, H. E.: Am. J. Gastroenterol. 28:378, 1957. (3) Hasenclever, H. FE: 
J. Iowa M. Soc. 47:136, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957. 
(5) Holloway, 'W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. (6) Rhoads, P. S.: Postgrad. Med. 
21:563, 1957. (7) Petersdorf, R. G.; Bennett, I. L., Jr., & Rose, M. C.: Bull. Johns Hopkins Hosp. 
100:1, 1957. (8) Royer, A.: Changes in Resistance to Various Antibiotics of Staphylococci and Other 
Microbes, paper p d at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 
(9) Doniger, D. E., & Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (10) Josephson, J. E., & 
Butler, R. W.: Canad. M. A. J. 77:567 (Sept. 15) 1957. 


PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 
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IN VITRO SENSITIVITY OF MIXED PATHOGENS TO CHLOROMYCETIN 
AND 4 OTHER WIDELY USED ANTIBIOTICS* 


0 20 40 80 100 


*Adapted from Ditmore and Lind.’ Organisms tested were isolated from stools of 48 patients. 


55 
il 
\ 


>. 


“an effective urinary antibacterial agent in children.’ 


In children, since “chronic urinary infection is generally the sequel of inade- 
. quately treated acute infection,’’® prompt and adequate therapy with FURADANTIN 
can prevent irreparable renal damage. FURADANTIN also “has been a [notably] 
safe and effective therapeutic and prophylactic drug for chronic urinary tract 
infection.... We feel the drug should be continued prophylactically for a minimum 
7 of several months after the urine has been sterilized.’”! 


FURADANTIN has “yielded a number of striking results in clearing up resistant 
infections [in children] particularly with A. aerogenes, Pseudomonas aeruginosa, 
and a few cases of B. proteus. It is generally well tolerated in the recommended 
dosage schedule.’’* 


In the treatment of Proteus infections, ““FURADANTIN Pediatric Suspension [Oral 
Suspension] 1 teaspoonful four times daily, is [a] most satisfactory medication, 
if tolerated. ... It can be given over a long period . . . and is excreted in large 
amounts in the urine.’® In one study, FURADANTIN proved effective in the treat- 
ment of Proteus infections. “We feel that this is especially important since P. 
vulgaris infections occur rather commonly in infants and children.’ 


In addition to unexcelled effectiveness against a wide range of gram-positive 
and gram-negative bacteria, FURADANTIN has a wide margin of safety. Well toler- 
ated, FURADANTIN has not been reported to injure kidneys, liver or blood-forming 
organs. No cases of monilial superinfection, crystalluria, or staphylococcic en- 
teritis have ever been reported. In 6 years of extensive use, development of 
bacterial resistance remains negligible. 


AVERAGE FURADANTIN DOSAGE 
FURADANTIN ORAL SUSPENSION (25 mg. per 5 cc. tsp.) : Average daily dose for children 
between 15 and 75 Ibs., using 5 cc. teaspoon, is given below. Administered 4 times daily 
with food or milk, it is readily miscible with water, infants’ formulae, milk or fruit juices. 


15-24 lbs. (7-10 Kg.) | 25-49 lbs. (11-22 Kg.) | 50-74 lbs. (28-33 Kg.) | 75 lbs. (34 Kg.) 
% teaspoonful q.i.d. | 1 teaspoonful q.i.d. 2 teaspoonfuls q.id. | 3 teaspoonfuls q.i.d. 


Supplied: Bottle of 60 cc. 


FURADANTIN TABLETS: Average dose for children is 5 to 7 mg. per Kg. (2.3 to 3.2 mg. 
per Ib.) in 4 divided doses daily. 


Supplied: Tablets of 50 mg. and 100 mg., bottles of 25 and 100. 


NOW for hospitalized patients, for severe urinary tract infections when 
peroral administration of FURADANTIN is not feasible and for serious 
* infections as septicemia (bacteremia) when the bacterium is sensitive. 


new, uresavine FURADANTIN Intravenous Solution 


REFERENCES: 1. Marshall, M., Jr., and Johnson, 8. H., IIL: J. Urol., Balt. 76:123, 1 2. 

Ili, and Marshall, M. Jr.: A. M. A. Am. J. Dis. 89:199, 1955. 3. Campbell, M. F.: Modern Med, 
24:85, 1956. 4. Engel, W. J.: Med. Clin. N. America, p. 965 (July) 1955. 5. Carroll, G.: 

America, p. 781 (Aug.) 1955. 


FURADANTIN SENSI-DISCS 
for bacterial sensitivity tests are available from Baltimore Biological Laboratories. 


NITROFURANS ...a new class of antimicrobials . . , 
a neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, N. ¥. 
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in angina pectoris 
new 
Peritrate® win Nitroglycerin 
BRAND OF PENTAERYTHRITOL TETRANITRATE _s 
A long-acting emergency tablet for “stress days” 


fo relieve the acute attack and sustain coronary vasodilatation 


Peritrate with Nitroglycerin (an uncoated, sublingual tablet which 
disintegrates immediately) contains 1/200 gr. nitroglycerin plus 10 mg. 
Peritrate. It provides immediate relief of anginal pain with hours of 
sustained coronary vasodilatation. Dosage: 1 tablet sublingually as needed. 
WARNER-CHILCOTT 
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in life-threatening stress 


or severe inflammatory conditions 


SOLUBLE 


when adrenocortical failure is associated with 
* emergency and elective surgery 

- shock unresponsive to standard therapy 

« life-threatening infections 

* severe traumatic injuries 

respiratory allergies 


drug reactions 


collagen diseases 


- and as a sight-protective measure in 
posterior-chamber eye lesions 


and for oral therapy— 


METICORTELONE 

prednisolone 
For specific information regarding indications, dosage, precautions and contraindications 
refer to Schering literature. 


METICORTELONE Soluble Sterile Powder, prednisolone sodium hemisuccinate, 50 mg. 
per 5 cc. vial. 


METICORTELONE Tablets, 1, 2.5 and 5 mg. buff-colored tablets. 


Meti—TtT.M.—brand of corticosteroids. 


SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 
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Upjohn 


The Upjohn Company 
*Trademark for methylprednisolone, Upjohn Kalamazoo, Michigan 
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when you give 
broad spectrum antibiotics 


to your patients—“...some people 
have just a devil of a time 

with moniliasis...as I see it, 

the only annoying complication 

of broad-spectrum therapy 

is moniliasis.”’* 


*Long, P. H., in Long, Kneeland, Y. Jr., and Wortis, S. B.: 
Bull. New York Acad. Med. 33:552 (Aug.) 1957. 


for a direct Str 
at infections 


plus protection agains 


monilial superinfection 


< 
are 


THESE ARE YOUR PATIENTS WHO 
MAY HAVE “JUST A DEVIL OF A 
TIME WITH MONILIASIS” 


debilitated patients 
e elderly patients 

e diabetics 

e infants, especially prematures 


e those who developed moniliasis on previous 
broad spectrum therapy 

e patients on prolonged and/or high dosage 
antibiotic therapy 


e women, especially when pregnant 
or diabetic 


Mysteclin-V provides you with a dosage form for every clinical need: 


| Tetracycline | 


phosphate 
complex equiv. 
tetracycline Mycostatin 
Capsules (per capsule) 250 250,000 Bottles of 16 and 100 
Half-Strength Capsules 
(per capsule) 125 125,000 Bottles of 16 and 100 

Suspension (per 5 cc.) 125 125,000 60 cc. bottles 
Drops (per cc.—20 drops) 100 100,000 10 cc. dropper bottles 


*} SQUIBB QUALITY—THE PRICELESS INGREDIENT 


*MYSTECLIN'®, *SUMYCIN'® AND *MYCOSTATIN’® ane SQuiBe TRADEMARKS 
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In the common cold, nasal allergies, sinus- 
itis, and postnasal drip, one timed-release 
Triaminic tablet brings welcome relief of 
symptoms in minutes. Running noses stop, 
clogged noses open—and stay open for 6 to 
8 hours. The patient can breathe again. 


With topical decongestants, “‘unfortu- 
nately, the period of decongestion is often 
followed by a phase of secondary reaction 
during which the congestion may be equal 
to, if not greater than, the original condi- 
tion... .”* The patient then must reapply 
the medication and the vicious cycle is 
repeated, resulting in local overtreatment, 
pathological changes in nasal mucosa, and 
frequently “nose drop addiction.” 

Triaminic is not likely to cause secondary 
congestion, eliminates local overtreatment 
and consequent nasal pathology. 

*Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Each double-dose “timed-release”’ TRIAMINIC 
Tablet contains: 

Phenylpropanolamine hydrochloride 50mg. 

Pyrilamine maleate . ... . . 25mg. 

Pheniramine maleate. . . 25mg. 


Dosage: 1 tablet in the morning, afternoon, and 
in the evening if needed. 


Each double-dose “timed-release” 
tablet keeps nasal passages 

clear for 6 to 8 hours — 

provides “around-the-clock” 
freedom from congestion on 

just three tablets a day 


firgtethe outer layer dissolves 
within minutes to produce 
3 to 4 hours of relief 


thenesthe inner core 
disintegrates to give 3 to 4 
more hours of relief 


Also available: Triaminic Syrup, for children and 
those adults who prefer a liquid medication. 


4a ® 
Tr d IT} | k “‘timed-release”’ 
tablets 


running noses.. he; & and open stuffed noses orally 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska - Peterborough, Canada 
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NEW 


NEW 
There is no antihistamine better than DIMETANE for allergic protection. DIMETANE 
gives you good reasons to re-examine the antihistamine you are now using: unex- 
celled potency, unsurpassed therapeutic index and relative safety...minimum 
drowsiness or other side effects. Has been effective where other antihistamines have 
failed. DIMETANE Extentabs* (12 mg.) protect for 10-12 hours on one tablet. Also 
available: Tablets (4 mg.), Elixir (2 mg. per 5 cc.). 


A. H. ROBINS CO., INC., Richmond 20, Virginia at ee 
Ethical Pharmaceuticals of Merit Since 1878 ® 
"Typical Allergens: Animal Hair and Dander Pollen Molds + Bacteria Vl 
and Viruses + Feathers + Insect Scales - Vegetable Fibers and Seeds y 
Plant Juices - House Dust + Drugs and Chemicals - Minerals and Metals Vn tt 
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Systemic Anti-inflammatory 


For the First Time a Truly Aqueous Solution in a ONE-VIAL Preparation 


CHYMAR Aqueous is crystallized chymotrypsin in sodium chloride injection 
for intramuscular administration. 


Uses: As a systemic anti-inflammatory and anti-edematous agent for thera- 
peutic and prophylactic purposes. As an adjunctive with antibiotics in the 
treatment of infected wounds and in the prophylaxis of lesions prone to infection. 


Advantages of CHYMAR Aqueous 

The only one-vial aqueous solution of this systemic anti-inflammatory agent 
in pure, crystallized state. Available in a non-allergenic vehicle . . . Painless on 
injection . . . Injectable to last drop through small-gauge needle because it does 
not adhere to vial or syringe wall. 


Supplied: Crystallized chymotrypsin in sodium chloride injection for intramuscular 
use. In 5 cc. multiple dose vials. Each cc. contains 5000 Armour Units. Also available 
Chymar in oil in 5 cc. multiple dose vials. 


1. Bump on head with laceration 2. Big bruise of buttocks 3. Hemorrhoidectomy 
4. Fracture of forearm 5. Breast biopsy 6. Bursitis of elbow 7. Hernia repair 8. Ankle 
sprain 9. Phlebitis 10. Episiotomy 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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SANBORN ISETTE 


Everything you need for taking an accurate, permanent, directly- 
recorded electrocardiogram is now available in a “‘package”’ the 
size of a portable typewriter, and that weighs only 18 pounds! 
This is the new Model 300 VISETTE — a completely modern, 
transistorized ECG recently introduced by Sanborn Company. 
The unique design has made possible for the first time a clinically 
accurate instrument that is truly compact and fully portable. 

By actual use — in your own examining room, in your patient’s 
home, at a hospital — you can discover the Visette’s value and 
portability. Convenience of use, greater ease of operation — and 
even simpler, faster servicing, should the need arise — comprise 
the design concept of this new Sanborn instrument. 

A comprehensive folder describing the Model 300 VISETTE 
electrocardiograph is available on request. Or call the Sanborn 
Company Branch Office or Service Agency in your locality for a 
demonstration in your office — to see for yourself the advantages 
of owning the ECG that “‘brings ’cardiography to your patient.” 


The established Sanborn Model 51 Viso-Cardiette is 
{ also available for those who prefer a larger, heavier 
18 ths Y= Ky | (34 Ibs.) instrument — $785.00, delivered. Many doctors 
TRANSISTORIZED use their “51 Viso” in the office and the Visette on 
del. “cardiograph calls.” 
continental U.S.A 


SANBORN COMPANY 


MEDICAL DIVISION 
175 Wyman Street, Waltham 54, Mass, 
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BUFFERIN.IN ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. 

The analgesic and specific anti-inflammatory action of BuFrreriIN helps reduce 
pain and joint edema—comfortably. BUFFERIN caused no gastric distress in 70 per 
cent of hospitalized arthritics with proved intolerance to aspirin. (Arthritics are at 
least 3 to 10 times as intolerant to straight aspirin as the general population.') 

No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for pro- 
longed periods will not cause sodium accumulation or edema, even in cardiovascu- 
lar cases. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 
Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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effective systemic enzyme therapy without injection 


Parenzyme buccal tablets, an exclusive research devel- 


/ opment of THe NATIONAL DruG Company, permit 
4 trypsin to enter the blood stream rapidly and directly 

; via the oral mucosa. They provide the anti-inflam- 

‘4 matory and anti-edematous action of intramuscular 


Parenzyme. 


‘4 More than 2000 published case reports attest the 


excellent clinical results of Parenzyme in thrombo- 
phlebitis, ulcerations, inflammation, ocular trauma and 


bronchial congestion. The new buccal tablet combines 


this striking anti-edematous, anti-inflammatory effect 


with a convenience and flexibility of dosage hitherto 


unattainable. 


The recommended daily dose of Parenzyme B is 20 mg.— 


one 5 mg. buccal tablet, four times dails 


For maintenance therapy Parenzyme buccal tablets are used 


» following initial Parenzyme injections 


| For mild inflammatory conditions such as sprains, contu- 
sions, or hematomas, Parenzyme buccal may be used alone. 


For severe inflammatory conditions Parenzyme buccal tab- 
lets and Parenzyme Aqueous (I.M.) are usually administered 


concurrently to sustain high trypsin levels between injections. 


LA Greater comfort and freedom win patient 
cooperation, ensure adherence to your 
schedule, make Parenzyme B well suited 
for ambulatory and maintenance therapy. 


pleasant {convenient /simple /exclusive 


Paren 


BUCCAL TRYPSIN TABLET 
PARENZYME B (buccal trypsin tablet) 

vials of 24 tablets, each 

containing 5 mg. trypsin. 


Also available: 
PARENZYME AQUEOUS 
(25 mg. trypsin plus 5 ml. diluent) 


Products of Original Research 


PARENZYME IN OIL 
25 mg. trypsin in 5 ml. vial) 


THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 
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IN 1958 EVERY MARRIED PATIENT IN 
YOUR PRACTICE WILL WANT TO READ 


The patient who asks you 


for advice on contraception 


wants assurance of complete protection. As you probably know, 
no method is as effective as diaphragm and jelly, with 95% to 
98% reliability. And when you specify RAMSES* Diaphragm, 
with its exclusive cushioned rim, flexible in all planes to allow 
complete freedom of movement, your patient experiences the 
utmost in comfort. Her “motivation” will be greater, and the 
success of.the method nine-tenths assured. 


When you fit your patient for a diaphragm, prescribe the handy 
RAMSES “TUK-A-WAY’”® Kit No. 701 for maximal comfort, 
convenience and protection. It contains the RAMSES Dia- 
phragm sized to the patient’s measure; an introducer to fit the 
diaphragm for easy insertion, correct placement and simplified 
removal; and an ample-sized tube of RAMSES Vaginal 
% Jelly,® a nonirritating, well-tolerated spermicidal jelly 
with lasting occlusive action—up to 10 hours. 
References: 1. Gamble, C. J.: Ann. New York Acad. Sc. 54:840 (May 2) 1952. 


2. Novak, E.: Textbook of Gynecology, ed. 3, Baltimore, The Williams and 
Wilkins Co., 1948. 


* Active agent, dodecaethyleneglycol monolaurate 5% , in a base of long-lasting 
barrier effectiveness 

JULIUS SCHMID, inc. 

423 West 55th Street, New York 19, N. Y. 


Julius Schmid, inc., are manufacturers of RAMSES Gynecologica! Products, VaAGISEC liquid and jelly, 
and the unexcelied XXXX (FOUREX) and RAMSES prophylactics 


Vaaisec, ® XXXxX (FouREX),* RAMSES and ‘“TUK-A-WAY” are registered trade-marks of Julius Schmid, Inc. 
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WANTED: 


WARM AND VITAL WIFE 


by Stephen William Giorlando, M.D., F.A.C.0.G, 


available through you 


An important new booklet now : 
4 
é 


As confidant, counselor and friend to your 


patients, you are constantly called upomy 


for help in matters pertaining to the mart 
tal relationship. Sometimes the patient 
asks you directly. And often, you merely, 
sense that something is wrong with the 
marriage. In either case, your job as phy 
sician seldom ends with the treatment OF 
somatic complaints. 


In making WANTED: A WARM AND VITAE 
WIFE available to your married patients, 
we believe it can aid in solving their 
problems and particularly that it will 
encourage wives to assume greater Tes 
sponsibility for the success or failure of 
the marriage relationship. Until recently, 
it was generally accepted that husbands 
had to carry the major. burden of sexual 
understanding. 


WANTED: A WARM AND VITAL WIFE gives 
both partners a clearer grasp of the physi- 
cal and emotional facts of married life. 
And it describes rewards—in terms of 
self-confidence and self-respect —when 
marital harmony is achieved. This impor- 
tant booklet should prove an extremely 
useful tool which can supplement your 
advice, spare patients needless embarrass- 
ment, and save much of your office time. 
To obtain a supply for your office, just 
fill out and mail this order form. 


a 


JULIUS SCHMID, inc. 

423 West 55th Street 

New York 19, N. Y. 

Gentlemen: 

Please send me a supply of 

WANTED: A WARM AND VITAL WIFE 
especially prepared for distribution to patients. 


ADDRESS. 


CITY STATE 
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CAMP HYPEREXTENSION BRACE 


positive control with minimum patient discomfort 


A Camp spinal brace for positive hyperextension 
in cases of compression fractures, osteoporosis 
with kyphosis, spinal arthritis, adolescent 
epiphysitis and osteochondritis. Completely 
rotating pads at sternal and pubic regions elimi- 
nate pressure edges and minimize patient dis- 
comfort. In many cases the Camp hyperexten- 
sion brace eliminates necessity for body casts and 


is definitely indicated in older patients where it 
is desirable to eliminate the heavy weight of 
plaster casts and their constricting effect on the 
abdomen and chest. Telescoping frames allow 
easy adjustment to the most exacting prescrip- 
tions. Camp trained fitters are ready to assist in 
immediate application. 


S. H. CAMP and COMPANY 


Jackson, Michigan 
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Habit Time of Bowel Movement e PETROGALAR’ (Aqueous Suspension of Mineral Oil, Plain) 
Wipeth 
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NEW! 


for the treatment of urinary tract infections 


Tablets 


a highly effective sulfonamide (sulfaethidole) in 
a convenient sustained release dosage form 


exceptional solubility and safety 

lowest inactivation (acetylation) of all sulfonamides in general clinical use 
maximum absorption and rapid renal clearance 

broad-spectrum antibacterial activity 


prompt therapeutic blood and urine levels 

24-hour therapeutic blood and urine levels with only 
two tablets qi2h 

simplified regimens with no “forgotten doses” 


the dosage form 


Also available: Sul-Spansion* Liquid 


Tablets 


For urinary tract infections . . . 
there is no safer or more effective sulfonamide preparation you can prescribe 


Smith Kline & French Laboratories, Philadelphia 


*Trademark for sustained release sulfaethidole (sulfaethylthiadiazole or SETD), S.K.F. 
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parenteral 


estrogen 


required... 


PROGYNON 


Aqueous Suspension 


Rapid Response—Prolonged Action—Minimal Side Effects 


In patients requiring estrogen replacement therapy for primary amenorrhea, female 
hypogonadism or menopausal syndrome PRoGYNON, a true primary follicular hor- 
mone, provides relief of symptoms and improvement in well-being with negligible 
side effects. Injection of PRocyNon Aqueous Suspension is particularly valuable 
when symptoms due to estrogen deficiency are very severe or when rapid relief is 
required. 


PRoGYNON Aqueous Suspension contains microcrystalline estradiol in a non-oily 
suspension for intramuscular injection. 


PROGYNON is also available in Tablets, Pellets and as PRoGYNON Benzoate in oil for 
intramuscular injection. 


For detailed information on indications and dosage consult the Schering HANDY INDEX 
TO SEX HORMONE THERAPY. 


Procynon,® Estradiol U.S.P 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


6-2-2107 
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delayed action, 
not repeat action 
but continuous 
antiallergic action 


The new and unique long-acting principle 
of the Pyribenzamine Lontab offers con- 
tinuous antiallergic action, sustained as long 


just one as 12 hours. 
Just one Lontab in the morning and one 


=) Y R | B EF N Y A M | N Fe in the evening provide day-long plus night- 


long protection against attacks of sneezing, 


c> mi nasal congestion and tearing in hay fever— 


as well as symptoms of other allergies. 
relieves your allergic patient all day or all night 
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SUPPLIED: Pyribenzamine Lontabs, 100 mg.-ight blue) PYRIBENZAMINE® hydrochloride 
(tripelennamine hydrochioride CiBA) 
LONTABS® (long-acting 
tablets CIBA) 
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Total Reiease of Pyribenzamine Content 
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NOW...two forms 


BUTAZOLIDIN 


phenylbutazone GEIGY 


nonhormonal - anti-intlammatory - anti-arthritic 


BUTAZOLIDIN Alka capsules—The unexcelled potency of BUTAZOLIDIN plus added antacid- 
antispasmodic effect for the benefit of patients with gastric sensitivity. 


BUTAZOLIDIN Tablets — Efficacy proved by more than 150 million patient-days of therapy. 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged to send for detailed literature before 
instituting therapy 


BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magnesium 
trisilicate 150 mg.; homatropine methylbromide 1.25 mg 


BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg 


GEIGY 
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not an amphetamine, but an oxazine 


Chemically distinct from amphetamine. PRELUDIN provides potent appetite suppres- 
sion with little or no central nervous system stimulation or other undesirable side 


reactions.!° 


patients lose more weight—Pre Lupin sharply curtails the patient’s craving for 


food...generally doubling the weight loss achieved by dietary means alone.'*” 


provides notable safety in complicated obesity—Prevupin is not known to 
produce any adverse effect on the cardiovascular system, basal metabolic rate or 
glucose metabolism, and may be used in cases of moderate hypertension. chronic 
cardiac disease or diabetes.?-’ 

(1) Barnes, R. H. A.M.A., New York, 
N.¥,, June 3-7, 1957. (2) Gelvin, E. P; McGavack, T. H., and Kenigsberg, S.: Am. J. Digest. Dis. 1 :155, 1956. (3) Natenshon 


A. L.: Am. Pract. & Digest Treat. 7:1456, 1956. (4) Holt, J. O. S., Jr.: Dallas M. J. 42:497, 1956. (5) Ressler, ¢ J.A.M.A 
165 135 (Sept. 14) 1957. 


A Program of Therapeutic Supports in Obesity, Scientific Exhibit, 106th Ann. Meet., 


Precupin® (brand of phenmetrazine hydrochloride). Scored, square, pink tablets of 25 mg. Under 


license from C. H. Boehringer Sohn, Ingelheim. B7658 


original silhouette hand cut by Mochi 


GEIGY 


ARDSLEY, N.Y 


(brand of phenmetrazine hydrochloride) 


specifically for weight reduction 
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ATARAX 


in any 
hyperemotive 
state 


for childhood behavior disorders 
10 mg. tabiets—3-6 years, one tab- 
let t.i.d.; over 6 years, two tablets 
tid, Syrup—36 years, one tsp. 
t.i.d.; over 6 years, two tsp. t.i.d. 
for aduit tension and anxiety 
25 mg. tabiets—one tablet q.i.d. 
Syrup—one tbsp. q.i.d. 
for severe emotional disturbances 
100 mg. tablets—one tabiet t.i.d. 
fer aduit psychiatric and emotional 
emergencies 
Parenteral Solution—25-50 mg. 
(1-2 cc.) intramuscularly, 3-4 
times daily, at 4-nhour intervals. 
Dosage for children under 12 not 
established. 
Supplied: Tablets, botties of 100. Syrup, 
pint botties. Parenteral Solution, 10 cc. 
multiple-dose vials. 


The psychological needs of the elderly confront physicians with one of their most 
perplexing problems. Perhaps no other patient group suffers so much from emo- 
tional distress. Yet, precisely because of their age, geriatric patients often seem 
beyond the reach of tranquilizing treatment. 


When tranquilization seems risky .. . 


They are too much beset by complicating chronic ailments, too susceptible to 
serious side effects. Ataraxia is clearly indicated, yet the doctor cannot risk side 
reactions on liver, blood or nervous system. 


Is there an answer to this dilemma? 


We feel there is. In four recent papers investigators have reported good results with 
ATARAX in patients up to 90 years of age.* In one study, improvement was “pro- 
nounced” in 76%, “good” in an additional 18.5%.* ATARAX has been successfully 
used in such cases as senile anxiety, agitation, hyperemotivity and persecution 
complex.* On ATARAX, patients became “. . . quieter and more manageable. They 
slept better and demonstrated improved relations with other patients and hospital 
personnel. Even their personal hygiene improved, and they required less super- 
visory management.’’* 


. . ATARAX is well tolerated 


Yet even in the aged, ATARAX has given ‘no evidence of toxicity. . . . Complete liver 
function tests and blood studies were made on all patients after two months of 
therapy. . . . There were no significant abnormalities.’’* With still other elderly 
patients “tolerance to the drug was excellent, even in cases where the patients 
were given relatively high doses.’’* Similarly, no parkinsonian effects have been ob- 
served on ATARAX therapy. 


Nor does ATARAX make your patients want to sleep all day. Instead, they can better 
take care of themselves, because ATARAX leaves them both calm and alert. In sum, 
ATARAX “. .. does not impair psychic function and has a minimum of side effects. 


... It appears that ATARAX is a [well-tolerated] drug. . . .”"* 


These, undoubtedly, are the results you want when emotional problems beset your 
geriatric patients. For the next four weeks, won't you prescribe tiny ATARAX tablets 
or pleasant-tasting ATARAX syrup — both so readily acceptable to the elderly. 


ATARAX 


(BRAND OF HYDROXYZINE) 


Medical Director 


*Documentation on request 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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Therapeutic Nutrition in Chronic Disease 


and the Medically Acceptable 
Reducing Diet 


4 any medically acceptable reducing diet prescribed today, 
meat can serve as an important nutritional component. 


Curtailment of the daily calorie allowance must not deny 
the patient the protein, vitamins, and minerals required for 
good nutritional health. Fad diets which eliminate certain 
basic foods can hardly be considered medically acceptable. 


Calorie for calorie, no other commonly eaten food supplies 
the quality and quantity of protein which lean meat pro- 
vides. Its B vitamins and minerals are needed daily, regard- 
less of calorie restrictions. 

Even when coexistent pathological conditions require that 
the calorie-reduced diet be further limited to foods low in 
fiber or in sodium, meat fills the same important place in 
each day’s food allowance. The fat content of lean meat is 
relatively low, and meat can be prepared in various ways, 
as called for by almost every special diet. 

In any diet which must deviate from accustomed eating 
habits, the taste appeal of meat makes it easier for the patient 
to adhere to the restrictions imposed. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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HELPFUL with 
PAMPHLETS tranquilization sce 


FOR 


BAFFLED 


PARENTS 


ALL ABOUT 


| 
problems 
outweigh 
benefits? 


CALLING ALL PARENTS 


A delightful booklet where babies do the talk- 
ing through pictures and captions. 36 pages, 


HALABAR eases emotional and skeletal muscle 


25 cents | tensions, assuring pleasant relaxation. 
WHAT DOES YOUR BABY No instances of bizarre dreams, 
PUT IN HIS MOUTH? nasal congestion, skin rash, photosensitization, 
Jackson and Chevalier L. Jackson. 24 pages, allergic reactions or liver damage have 
; : 15 cents been reported. ECONOMICAL for long-term use. 
BAD HABITS IN GOOD BABIES | 
Including sleep disturbances, eating problems, ] 
. stubbornness, bladder control. by H. M. Jahr, 
° 16 pages, 20 cents | 
THUMBSUCKING a a ar 
Tells when and why babies suck their thumbs G ENTL E, PREDI CTAB L E R E LAXAN T 
and what to do about it. by Margaret B 
Kerrick, 4 pages, 10 cents Each Halabar tablet (yellow) contains 
butabarbital, 16 mg.; mephenesin, 300 mg. 
AMERICAN Each Halabar No. 2 tablet (green) contains 
MEDICAL | butabarbital, 28 mg.; mephenesin, 300 mg. 
ASSOCIATION DOSAGE: Usually one tablet after meals, 
and at bedtime if needed. 


535 N. Dearborn Street, Chicago 10, Illinois 


CARNRICK 


G. W. Carnrick Compony/ Newark 4, New Jersey 


| 
| 
| 
| 
| 
| 
| 
| 
| 
7 | 


i 


Gastric distress accompanying “predni-steroid” 


therapy is a definite clinical problem —well 


documented in a growing body of literature. 


***In view of the beneficial re sponses 
observed when antacids and bland diets 
were used concomitantly with prednisone 
and prednisolone, we feel that these meas- 
ures should be employed prophylactically 
to offset any gastrointestinal side effects.” 
—Dordick, J. R. et al.: New York State 
J. Med. 57:2019 (June 15) 1957. 


*"“It is our growing conviction 
that all patie nts receiving oral ster- 
oids should take each dose after 
food or with adequate buffering 
with aluminum or magnesium hy- 
droxide preparations.’ — Sigler, 
J. W. and Ensign, D. C.: J. Kentucky 
State M. A. 54:771 (Sept.) 1956. 


‘pre dnisolone 


**The apparent high incidence 


of this serious [gastric] side effect 


jin patients receiving pre dnisone or 


suggests the advis- 
ahility of routine co-administration 
of an aluminum hydroxide gel.” 
~—Bollet, A. J. and Bunim, J. J.: 
J. A. M. A. 158:459 (June 11) 1955. 


One way to make sure that patients receive 


full benefits of “predni-steroid” therapy plus 


positive protection against gastric distress is 
by prescribing CO-DELTRA OF CO-HYDELTRA. 


PREDNISONE BUFFERED 


multiple compressed tablets 


provide all the benefits 
of “Predni-steroid” therapy — 
plus positive antacid protection 


against gastric distress 


PREDONISOLONE BUFFERED 


2.5 mg. or 5.0 mg. of prednisone 
or prednisolone, plus 300 mg. o 
dried aluminum hydroxide gel 
and 50 mg. magnesium trisili- 
; cate, in bottles of 30, 100, 500. 
® 


MERCK SHARP & DOHME ivision of merck & CO., inc., Philadelphia 1, Pa D> 
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1 tablet 
all day 


Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials,|5 METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
your patients lasting, 12-hour protec- 
tion from attacks of angina pectoris. 


Simplified dosage—just 1 tablet on 
arising, and 1 before the evening meal. 


Greater economy for your patient with 
angina pectoris. 


Supplied: METAMINE SUSTAINED, 10 mg. 

in bottles of 50 sustained-release tab- 

lets. Also available: METAMINE, 2 mg., 

in bottles of 50 and 500 tablets, and 

METAMINE (2 mg.) with BUTABARBITAL 
14 gr.), in bottles of 50 tablets. 


1Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956, 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


Shas. Leeming 44th St., New York 17, N.Y. 


ga One tablet 12 h. to prevent angi tori 
ne . . to prev ngina pectoris 

— 
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1 tablet 

night 


The American Doctor—scientist and guardian of 
our nation’s health. With skill, understanding 
and selflessness, he devotes his life to our physi- 
cal and mental needs. 


THE MUTUAL BENEFIT LIFE 


Mutual Benefit Life’s job: 


TRUE 
SECURITY 


FOR THE DOCTOR 
AND HIS FAMILY 


As a member of the medical or dental 
profession your job is not only to care 
for the needs of your patients today, 
but also to protect their future. 

Similarly, Mutual Benefit Life does 
much more than answer your present 
problems. Mutual Benefit Life offers 
TRUE SECURITY to you and your 
family through a unique insurance plan 
designed to take advantage of your life- 
time earning curve which differs so 
greatly from that of men in other pro- 
fessions. 

This program can apply to your in- 
surance needs in many ways. For in- 
stance, if you are a young man just 
starting your professional life, you may 
set up an economical, easily liquidated 
estate. Or, as a married man, you want 
solid protection for your wife and grow- 
ing children—even to paying their col- 
lege tuition. After the children are “on 
their own,” you will want your insur- 
ance plan to provide for your retirement. 

No matter what your age or income, 
Mutual Benefit Life now offers you 
TRUE SECURITY with one inclusive 
insurance plan designed to give you and 
your family the fullest, finest, most eco- 
nomical protection in the insurance field. 

TRUE SECURITY is now offered 
with the most liberalized coverage and 
lowest cost in Mutual Benefit Life’s 113- 
year history. 

Ask your Mvtual Benefit Life man to- 
day about TRUE SECURITY. 


MUTUAL 
BENEFIT 
LIFE 


Zhe Insurance Company 
for TRUE SECURITY 


INSURANCE COMPANY, NEWARK, NEW JERSEY 
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ophthalmic products 
with distinctive advantages... 


e their wide-spectrum bactericidal activity includes 
ALL clinically isolated strains of Pseudomonas aeruginosa, 
a serious invader noted for the rapidity of its destructive powers, 


e their component antibiotics rarely sensitize. 


brand Polymyxin B-Gramicidin-Neomycin 


ANTIBIOTIC OPHTHALMIC SOLUTION 


Available in bottles of 10 cc. with sterile dropper. 


ANTIBIOTIC OINTMENT 


Available in % oz. ophthalmic tubes. 


brand Polymyxin B-Bacitracin-Neomycin 
with 1% Hydrocortisone 


ANTIBIOTIC OINTMENT 


Available in % oz. ophthalmic tubes. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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T.m. ft Yasuna, A. D., Halpern, A. “The Timed 
Integration of Stoo! Hydration and Peristaitic 
F ’ Stimulation in Constipation Correction.” 
Am. J. Gastroenterol. 28:530 (Nov.) 1957 


... integrating timed stool softening with predictable evacuation.” 


The Ly, Company DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 


136 CHRISTOPHER ST., NEW YORK 14, N. Y. 
@ copyright 1958, The Purdue Frederick Company 
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1 wrong with me!” — 


Deep-dyed worriers often create their own ills... and sometimes get 
peptic ulcer or hyperacidity in the bargain! That’s where Mucotin 
comes in—with fast, lasting relief. Mucotin contains histamine-free 
natural gastric mucin that forms a protective coat on ulcerated, 

eroded or inflamed areas, locks Mucotin’s antacid ingredients against 
irritated mucosa for as long as two hours, promotes natural healing 
processes. And does this with no acid rebound or systemic alkalosis. 


Tablet ingredients: natural gastric mucin, 0.16 Gm., 
aluminum hydroxide gel, 0.25 Gm., and magnesium trisilicate, 0.45 Gm. 


Nepera Laboratories, Morris Plains, N. J. 


MUCOTIN 


for peptic ulcer and hyperacidity 
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choice salt substitute in a pinch... 


\ 
. * \ and in any low-salt diet you prescribe 


DIASAL 


salt without sodium 


looks like salt... 
tastes like salt... 
i flavors food like salt 


DIASAL, containing potassium chloride, 
f 4a glutamic acid and inert ingredients, is sup- 


plied in 2-ounce shakers and 8-ounce bottles. 


E. FOUGERA & COMPANY, INC + HICKSVILLE LONG ISLAND, NEW YORK sens? 


when anxiety and tension “erupts” in the G. I. tract... 


ILEITIS 


PATHIBAMATE 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) widely prescribed tranquilizer . . . helps control the 
“emotional overlay” of ileitis—without fear of barbiturate loginess, hangover or addiction . . . 
with PATHILON (25 mg.) an anticholinergic noted for its extremely low toxicity and high 
effectiveness in the treatment of many G.I. disorders. 


Dosage: | tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 
CED *Trademark ®Registered Trademark for Tridihexethy! lodide Lederle 
“  LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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In Local Infiltration Anesthesia—Less Time is Required 


Xylocaine closely approaches the ideal as a local anesthetic agent in closure of lacerations, removal of 
cysts, moles and warts, excision of abscesses, in tonsillectomy and other minor surgical procedures, 
and reduction of fractures. In small lacerations, for example, Xylocaine can be infiltrated through the 
cut surface; thus facilitating more thorough, pain-free exploration, and allowing more time for careful 


suturing. 


Injection of Xylocaine is simple and rapid diffusion produces an extensive operative field. It is well- 
tolerated, profound and of long duration for postoperative patient comfort. With Xylocaine, and for 
those cases where vasopressor drugs are not contraindicated, less epinephrine is required than with 
any other local anesthetic agent. Even in relatively high concentrations, tissue tolerance to Xylocaine 


is remarkably good. 


Clinical acceptance?—more than half a billion injections attest to it. Clinical utility and safety?— 
there is a bibliography of more than 300 published references reporting its successful application in | 
local anesthesia, nerve blocking, and topical anesthesia by spray or by instillation. That’s why it is 


said: “They rewrote the book for Xylocaine.” 


Slide #169 of a series... 


Next issue — 
_ Regional Block Anesthesia 


HARMACEUTICAL PRODUCTS, 
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THE MORE YOU EXPECT 

OF A LOCAL ANESTHETIC 

THE MORE YOU WILL DEPEND 
ON XYLOCAINE 
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= available’ 
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“DEPROL” specifically combats 
‘depression without masking 
it with euphoria. 
Disturbed sleep, a frequent 
manifestation of depression, 
is readily relieved without 
depressive aftereffects. 


“DEPROL” has proved so 
effective in cases of severe 
depression that patients 
could often be spared 
electroshock therapy.* 


= Relieves depression without 
euphoria—not a stimulant 

= Restores natural sleep 
without depressive 
aftereffects—not a hypnotic 


» Rapid onset of action 
« Side effects are minimal 
and easily controlled 


Composition: Each tablet 
contains 400 mg. meprobamate 
dicarbamate} 


and 1 mg. benactyzine HCl 


{2-diethylaminoethy! benziiate hydrochtoride} 


Average Adult Dose: | tablet q.i.d. 


| 


* Alexander, L.: Chemotherapy of depression— 
The use of meprobamate combined with 
2-diethylaminoethyl benzilate hydrochloride 
(benactyzine). J.A.M.A. In press, 1958. 


Literature and samples on request 


WALLACE LABORATORIES, New Brunswick, N. J. 
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Quacity / / INTEGRITY 


A non-narcotic analgesic 


DARVON (Dextro Propoxyphene Hydro- 
chloride, Lilly) is equally as potent as codeine 
yet is much better tolerated. Side-effects, such 
as nausea or constipation, are minimal. You 
will find ‘Darvon’ helpful in any condition as- 
sociated with pain. The usual adult dose is 
32 mg. every four hours or 65 mg. every six 
hours as needed. Available in 32 and 65-mg. 
pulvules. 


THE BURDEN 


with the potency of codeine 


DARVON COMPOUND (Dextro Propoxyphene 
and Acetylsalicylic Acid Compound, Lilly) com- 
bines the antipyretic and anti-inflammatory 
benefits of ‘A.S.A. Compound’* with the anal- 
gesic properties of ‘Darvon.’ Thus, it is useful in 
relieving pain associated with recurrent or chronic 
disease, such as neuralgia, neuritis, or arthritis, 
as well as acute pain of traumatic origin. The 
usual adult dose is 1 or 2 pulvules every six 
hours as needed. 


Each Pulvule ‘Darvon Compound’ provides: 


‘Darvon’ 
Acetophenetidin . . 
‘A.S.A.” (Acetylsalicyl 
Caffeine 


*'A.S.A. Compound’ (Acetylsalicylic Acid an 


ARO COMPANY 


ic Acid, Lilly) . . 


32 mg. 
162 mg. 
227 mg. 

32.4 mg. 


d Acetophenetidin Compound, Litly) 


U.S.A. 
820271 


INDIANAPOLIS 6, INDIANA, 
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THE CASPER PROJECT—AN ENFORCED MASS-CULTURE 
STREPTOCOCCIC CONTROL PROGRAM 
1. CLINICAL ASPECTS 


Brendan Phibbs, M.D., Donald Becker, M.D., Charles R. Lowe. M.D., Roy Holmes, M.D., 
Robert Fowler, M.D., Oliver K. Scott, M.D.. Kenneth Roberts, M.D., Walter Watson, M.D. 


and 


Ralph Malott, M.D., Casper, Wyo. 


NCRIMINATION of the group A beta- 
hemolytic streptococci in the genesis of 
rheumatic fever and nephritis has made 
it imperative that these organisms be de- 
tected and destroyed. While bacteriological cul- 


ture and antibiotic therapy can accomplish these 


ends, practical application of these modalities 


on a mass basis has presented difficulties, economic 


and otherwise.. The “Wyoming Project” is an 
attempt to evolve workable methods of mass detec- 
tion and treatment of hemolytic streptococci in 
school populations. This project began in Casper, 
Wvo., where an enforced mass-culture program for 
control of streptococcic disease has been under way 
in the entire primary school system (6,460 children ) 
since 1954. The type of control program initiated 
here has since been launched in five other cities and 
towns, with results which will be reported later. 
The program has been, in concept, simple. It has 
been built around three steps: (1) daily inspection 
of all school children presenting symptoms of upper 
respiratory infection, (2) culture of the nasopharynx 
in children manifesting one or more of the common 
signs of streptococcic infection, and (3) exclusion 
from school of all children found to be so infected 
until antibiotic therapy has been initiated or until a 
negative culture is obtained if such therapy is re- 
fused. Other projects of this general nature have 
been carried out, chiefly among members of the 
armed forces * and among some groups of school 


From the Rheumatic Fever Control Committee. Dr. Phibbs is chairman of the committee, Dr. Becker is the pathologist at Natrona County Memorial 


A program for reducing the incidence of 
streptococcic disease was instituted in a 
system of primary schools involving 6,460 
children. All children with symptoms of res- 
piratory infection were inspected daily; a 
culture was made from the nasopharynx of 
every child with signs of streptococcic in- 
fection; any child found infected with beta- 
hemolytic streptococci was excluded from 
school until antibiotic therapy had been 
started or (if such therapy was refused) un- 
til a negative culture was obtained. The 
program was found to be workable without 
any disruption of school routines. The co- 
operation of parents was excellent, and the 
project was financed without difficulty. On 
the basis of experience in the past, 18 and 
27 new cases of rheumatic fever would have 
been expected for the school years 1955- 
1956 and 1956-1957 respectively; instead, 
only 3 and 2 cases were found. Enforced 
treatment or exclusion of school children 
infected with streptococci was found to be 
practicable. It was effective in reducing the 
incidence of rheumatic disease and valuable 
as a community educational effort. 


Hospital, and Drs. Phibbs, Lowe, Fowler, and Scott are members of the Casper Clinic. 
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children.* The pioneer effort of Bunn and Bennett 
in Youngstown, Ohio, was the model for the Casper 
project. In the Youngstown study, the chief diffi- 
culty lay in the reluctance of the physicians to ad- 
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Fig. 1.—Incidence of positive cultures for beta-hemolytic 
streptococci in total grade school population (6,460 pupils ) 
during 1956-1957. Detailed data are given in table 1. 


minister adequate therapy once the streptococci had 
been detected—only 29% of the first 52 children 
found to be infected received proper treatment. 

It was determined to remove this tvpe of negli- 
gence from the realm of possibility in the Casper 
project. Streptococcic disease and its sequelae being 
the major public health problem in this area, strenu- 
ous efforts toward control appeared justified. To our 
knowledge, the Casper project is the only attempt 
to date to control streptococcic infection in an en- 
tire primary school population by classifving this 
tvpe of infection as an excludable disease. The 
reasoning on which the program was based, together 
with the detailed organizational procedure, is out- 
lined in part 2 of this study. In brief, large numbers 
of volunteer workers were trained to perform daily 
inspection of symptomatic children at each school, 
with throat cultures taken on suspicious individuals. 
Daily inspection and culture seemed essential since 
the time-lag involved in monthly or semimonthly 
cultures would allow rheumatic fever or nephritis 
to develop in the interim. 

This program, it is emphasized, is an attempt to 
apply existing knowledge in actual prevention of 
the aforementioned diseases; it is not, except in- 
directly, a study of the epidemiology of streptococci. 
Primary school children were selected since they 
were the group most susceptible to rheumatic car- 
diac involvement * and since they represent, as well, 
an easily controlled segment. 

Classification of streptococcic infection as a basis 
for exclusion from school is logically inescapable. 
It appears foolish to exclude children with such 
diseases as chickenpox, while permitting carriers of 
hemolytic streptococci to mingle with their school- 
fellows. With the cooperation of the city-county 
health officer (Dr. R. P. Fitzgerald), and the ul- 
timate authority of the state health department 
(under Dr. Franklin Yoder), this type of exclusion 
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has been enforced without difficulty. All streptococci 
detected must be treated, whether the child is 
classed as a carrier or as diseased. In a program of 
this magnitude, determinations of antistreptolysin 
titers are out of the question; further, a carrier state 
in one child may produce active disease in any 
number of contacts. 

As a compromise between safety and maintenance 
of school routine, infected children can reasonably 
be allowed to return to classes 24 hours after initia- 
tion of therapy.’ The organism will not be complete- 
ly eradicated, but the degree of infectiousness may 
be assumed to have dropped sharply—an idea which 
has been borne out by our own observations. ( This, 
of course, does not apply to children in whom fever 
or other obvious, severe manifestations of strep- 
tococcic infection are present.) Children absent 
with respiratory infections are checked on return to 
school. The reader may note our emphasis on pre- 
vention of acute nephritis as well as rheumatic 
fever. Fulminating forms of hemorrhagic nephritis 
are fairly common in this region. We have been 
puzzled about the failure of other streptococcic- 
control projects to mention this feature. ( Possibly 
the nonexistence of an American Kidney Association 
is a factor. ) 

Methods 

For details of culture-taking, plating, and report- 
ing, the reader is again referred to part 2 of the 
study. Standards of adequacy in therapy have con- 
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Fig. 2.—Incidence of positive cultures for beta-hemolytic 

streptococci in high-incidence and near-median incidence 

schools during 1956-1957. Figures are based on positive 

cultures per 100 students enrolled in each school during in- 
dicated periods. Detailed data are given in table 1. 


formed to those recommended by the American 
Heart Association, i. e., 600,000 units of benzathine 
penicillin G intramuscularly, or three injections of 
300,000 units of penicillin in aluminum monostear- 
ate, or 10 days’ oral therapy with penicillin. 


5,2 
° 
Fay: 
tel 
te 
‘ 
/ 
it 


Vol. 166, No. 10 


The goal of the program is a reduction in numbers 
of new cases of rheumatic fever and nephritis. This 
Statistic is vital for purposes of evaluation. One 
member of the committee (R. H.) has been occu- 
pied with the task of locating and verifying new 
cases of either disease. The entire committee re- 
views each case of either disease to evaluate the 
diagnosis. Besides checking with physicians, the 
committee questions school and hospital nurses, 
teachers, and principals to make sure no cases go 
unreported. 

Public information is a major preoccupation 
Local newspapers and radio stations have given 
generously of their resources. In the early months 
of the program, the publicity was so effective that 
the committee was besieged by parents from 
schools not vet included demanding this type of 
protection for their children. Cooperation by the 
members of the Natrona County Medical Society 
has been the real touchstone of success. It is grati- 
fying to be able to report that every one of the 40 
members has participated vigorously and _intelli- 
gently. This is a sine qua non—unless the physicians 
in a community are united in understanding and 
implementing control measures, no program can 
even be started. 


Results 


The results for the school vear 1955 and 1956 have 
been described elsewhere.” They are almost exactly 
duplicated by the results for the vear 1956 and 
1957, which will be presented here in detail. The 
effect of such a control program can be figured on 
two bases: (1) effect on the number of streptococ- 
cic infections per unit of time, and (2) effect on the 
incidence of new cases of rheumatic fever and 
nephritis. Figure 1 illustrates two quantities in the 
effect on the number of streptococcic infection. 
First (and most important) is the actual number of 
positive cultures per month per 100 students en- 
rolled in the entire primary school system. The 
second is the percentage of cultures taken which 
were positive. The first figure is the more signifi- 
cant; percentage of positive cultures to cultures 
taken will varv with the skill and discernment of 
the culture-takers. 

The schools were brought into the program over 
a period of several weeks, and it was not until the 
first part of October that the whole school popula- 
tion was adequately covered. Note the peak at this 
time. There was a steady decline in level of strepto- 
coccic infection until the Christmas holidays inter- 
vened. This hiatus was followed by a “post-holiday” 
peak, which was again followed by a steady de- 
cline through the rest of the vear until May, at 
which time a minor rise is noted, This last rise 
deserves a comment. The prolonged low-incidence 
period through March and April had produced some 
relaxation in effort. In some schools, cultures were 
being taken only three times a week by the end 
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ot April. During the first two weeks of May, local 
physicians reported an abrupt rise in streptococcic 
infection in adults, almost of epidemic proportions. 
Daily checks were reinstituted, and within two 
weeks the impact of the epidemic on the school 
population was apparent. The reapplication of 
control measures prevented any serious conse- 
quences. Note that the actual number of positive 
cultures rose slightly, while the percentage of posi- 
tive cultures rose very sharply. (This latter phe- 
nomenon may also reflect increased skill on the part 
of volunteer workers after a vear of culture-taking. ) 

Figures 2 and 3 depict the same quantities in two 
representative schools. School 3 is one of the “high 
incidence’ schools (although not the highest), with 
a large population (400 children). School 9 is a 
school which represents, almost exactly, the median 
level of infection. It is also a large school (775 
children) and, being the only parochial school in 
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Fig. 3.—Incidence of positive cultures for beta-hemolytic 
streptococci in high-incidence and near-median incidence 
schools during 1956-1957. Figures based on positive cul- 
tures per 100 cultures taken during indicated periods. De- 
tailed data are given in table 1. 


the city, represents a widely scattered, diverse 
population. Figure 2, which again represents actual 
number of cultures per centum per month, shows 
the same phenomenon of high initial levels, a drop 
when the program is begun, a rise after holiday 
interruption, and a drop again on reinstitution of 
control measures. Table 1 presents the weekly 
figures for the total school system and for the two 
schools described. Note that in September and May, 
as well as over the Christmas holidays, allowance 
must be made for abbreviated school sessions. 

To show variation in incidence, figure 4 repre- 
sents the positive cultures per 100 students for the 
school year for each school. Note the wide spread 
in values. Streptococcic infections were found over- 
whelmingly concentrated in poorer economic levels 
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and areas. The same schools were in the high- 
incidence group in 1955-1956 and 1956-1957. The 
number of children with repeat positive cultures 
is indicated. Note that with few exceptions the 
number of schools with highest total incidence also 
had highest incidence of repeat positive infections. 
Table 2 presents these quantities in tabular form. 
In school 1, 45.7% of the children had at least one 
streptococcic infection during the school vear. In 
school 15 only 2.2% of the children had one infec- 
tion during the school year, while all variations 
between these two extremes are illustrated. One is 
struck with the danger of extrapolating from a small 
group or from studies conducted over a short period 
of time. 
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When a child was found repeatedly positive, or 
when siblings were found to be infected, the entire 
family was encouraged to report to the school for 
culture. One hundred one family groups were cul- 
tured in this manner—in 32 of these, one or more 
members of the family were found to be infected 
with beta-hemolytic streptococci (31%). Mass room 
cultures were performed at one school (no, 2) in 
an attempt to detect carriers. This afforded an 
opportunity to compare symptomatic with asympto- 
matic children. Three hundred forty-eight asymp- 
tomatic children had cultures done, with nine 
positive (2.6%). During the same period (11 days ) 
149 symptomatic children had cultures done, also 
with 9 positive (6%). This, of course, is a small 


Tasie 1.—Detailed Results of Cultures Obtained in High-Incidence School No. 3, Near-Median 
Incidence School No. 9, and All Schools During 1956-1957 
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total group, and the results can only be classed as 
suggestive, even though the difference in terms of 
percentage is significant. The new cases of rheu- 
matic fever per 1,000 children during the school 
year 1956-1957 was 0.3 in Casper with 6,460 chil- 
dren; 2.4 in Cheyenne with 5,769 children; and 4.1 
in Laramie, Wyo., with 1,691 children. The new 
cases of glomerulonephritis per 1,000 children dur- 
ing the same time was none in Casper, 0.86 in 
Cheyenne, and 1.7 in Laramie. Unfortunately, re- 
liable figures for previous years are not available. 


Comment 


Evaluation of a program of this type raises sev- 
eral questions. First, how effective is this program 
in detecting the presence of streptococci? By “this 
program” one must include the entire operation, 
starting with selection of children by teachers, in- 
spection and culturing by volunteers, and labora- 
tory processing. In other words, how effective is 
daily culturing of symptomatic children compared 
with periodic culturing of entire school populations? 
Other studies afford a comparison 

In the Youngstown study previously cited,’ 6% 
of the children cultured were found to be infected 
with hemolytic streptococci. (These were children 
manifesting one or more of the signs of streptococ- 
cic infection. ) Saslaw and Streitfeld, in an excellent 
study in Miami, Fla.,” reported incidences of isola- 
tion varying from 5.1 to 14.25%. These workers 
reported that 25 to 40% of 749 school children had at 
least one streptococcic infection per school year. This 
was a study in which mass cultures were performed 
periodically; no treatment was instituted. In a study 
currently underway in Riverton, Wyo.,’ in which 


TABLE 2.—Incidence of Positive Cultures Obtained in Fifteen 
Schools During 1956-1957 


Total individual 
Total Enrollment Students 
School, No Enrollment Positive, Positive, 
1 118 62 45.7 
7 4 
3 100) 1.9 2.7 
4 4.0 17.9 
1.0 19 
( 14 18.5 15.1 
7 43 13.0 10.7 
716 12.5 11 
9 775 12.4 10.4 
10 579 11.8 16.2 
11 101 10.0 99 
er 710 98 8.5 
440 9.1 7.7 
330 7.3 7.3 
15 497 2.2 


throat swabs are plated immediately on blood agar, 
incidence of isolation has been in the neighborhood 
of 7 to 8%. 

The values obtained in the Casper study were 
comparable to those cited above. One school (no. 
1) showed a higher incidence of infection than any 
so far cited, to our knowledge. We have imposed 
the strict criterion of positive cultures per 100 stu- 
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dents enrolled, since our program purposes control 
of all the students, by inspection as well as by 
culture. Most important, this is a program for 
treatment of streptococcic disease. Every infection 
discovered is treated. The drop in streptococcic 
infections which results inevitably alters figures for 
incidence. If the figures for the first month of the 
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Fig. 4.—Schools arranged in f incidence of positive 
cultures for beta-hemolytic stre; cei during 1956-1957 
Figures based on number of positive cultures per 100 
students enrolled in each school Total height of each 
column represents total number of positive cultures ob- 
tained; stippled areas represent individual students with one 
or more positive cultures. The clear areas represent repeat- 
edly positive cultures obtained during year, Detailed data 
ire given in tabl 


program were extrapolated, the incidence of in- 
tection and of isolation would be a great deal 
higher than that found after months of enforced 
control. It is reasonable to conclude that the “Cas- 
per’ type of project functions as efficiently in de- 
tecting streptococci as does periodic total-population 
culture. 

Secondly, what effect does such a program have 
on the incidence of streptococcic disease? This has 
been answered in the results (fig. 1, 2, and 3). 
One can state simply that this type of control will 
predictably lower the incidence of streptococcic 
infection; one can state further that any interrup- 
tion in control will be followed by a rise in inci- 
dence. A certain irreducible minimum of infection 
is inevitable, since the children are in contact with 
an uncontrolled population, but the control meas- 
ures described appear to drop the level of infection 
to that minimum within a matter of weeks. 

Third, are control figures available? A true con- 
trol study was not possible. The actual throat 
swabbing was carried on by parents, and any at- 
tempt to refrain from treating a group of children 
would have met with understandable indignation. 
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Something like a control period evolved during the 
Christmas holidays. In almost every school, this 
two-week interruption was followed by a dramatic 
rise in incidence of streptococcic infection. With- 
drawal of daily inspection and increased mingling 
with the uncontrolled population were probably 
the factors involved. This “post-holiday” rise sub- 
sided as the program was reinstituted, but its 
presence gave some idea of what the level of in- 
fection would be without the program. This 
phenomenon has been duplicated in other studies 
in Cheyenne, Wyo.,* and Riverton, Wyo.’ 

How significant are the results in terms of ap- 
pearance of new cases of rheumatic fever and ne- 
phritis? If one applied the 3% index, 18 new cases 
of rheumatic fever would have been expected in 
1955-1956, and about 27 new cases in 1956-1957. 
We believe this is too high a figure, except for epi- 
demic situations. Of the three new cases recorded 
in 1955-1956, one occurred in a child who was out 
of town at the time, and another in a bov who de- 
liberately refrained from telling his teacher he had 
a sore throat because he “didn’t want his throat 
swabbed.” The total of two definite new cases in 
1956-1957, with a third classed as “possible” by the 
committee, appears to be a low figure by any stand- 
ards. No data at all ere available as to incidence 
of nephritis per stre->!ococcic infection, except for 
localized epidemic situations. Comparison with 
school populations in Cheyenne and Laramie re- 
vealed differences which seem impressive. The 
three communities are almost identical in climate, 
economic level, and degree of medical care avail- 
able. 

A significant number of cases of rheumatic fever 
are not preceded by any detectable respiratory in- 
fection. One can only hope that persistent daily 
treatment of all streptococci found will alter the 
total bacterial milieu so that the Streptococcus 
becomes a relatively rare organism, symptomatic 
or not. Our data appear to support this idea. Use 
of mass-culture methods have reduced the cost 
per culture (including subculture) to eight cents. 
Volunteer workers have performed the great part 
of the work, the only salaried employee being a 
part-time Heart Association nurse. As a result, the 
project can be financed without difficulty, and is 
planned to continue indefinitely. Since this point 
is crucial, detailed data in this regard are presented 
in part 2 of the study. 

School routines are not disrupted. The total pro- 
gram at each school takes only a few minutes each 
morning. Teachers have unanimously affirmed a 
drop in absenteeism due to respiratory infection 
after institution of the project. All infections dis- 
covered can be treated. Some workers* have 
doubted this, fearing that treatment of all strepto- 
cocci discovered might impose an impossible load. 
This has not been the case. Even in the high-inci- 
dence schools, all infected children have been 
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treated with gratifying results. Except for isolated 
cases, the reaction of the parents has been that of 
grateful cooperation. In some areas, this has meant 
that about one out of every two school children 
has been treated at least once during the school 
year. This is a region in which the ravages of rheu- 
matic fever and nephritis are all too familiar; 
parents will go to great lengths to avert either. 

This program has proved a nonpareil in terms 
of spreading accurate information about rheumatic 
fever throughout the community. Previous efforts 
at lay and medical education had been, here as else- 
where, depressingly unrewarding. However, infor- 
mation about perennial prophylaxis was combined 
with talks to Parent-Teacher Association groups and 
training of volunteer workers in the present pro- 
gram, with astonishing effect. The fact that 20 or 
more mothers per school are thoroughly trained in 
the epidemiology of rheumatic fever and strepto- 
coccic infections assures the widest dissemination 
of this information. It is safe to say that there are 
few, if any, cases of rheumatic fever in this com- 
munity which are not now maintained on antibiotic 
prophylaxis. 


Summary 


For three years, an enforced mass-culture pro- 
gram for detection and treatment of streptococcic 
disease has been under way in the primary schools 
of Casper, Wyo. The procedure consists of dails 
inspection of all “symptomatic” children with cul- 
ture of suspicious individuals, and exclusion of those 
found to be infected with beta-hemolytic strepto- 
cocci. Infected individuals are allowed to return 
to school only after adequate antibiotic therapy 
has been initiated. Introduction of this type of 
control produces a significant fall in incidence of 
streptococcic infection in the controlled population. 
Interruption of the program—as during the holidays 
—is followed by a rise in incidence of streptococcic 
infection. Reinstitution of control measures is fol- 
lowed by another drop in incidence. Family follow- 
up in cases of repeated infection discloses carriers 
in the family in 31% of the families studied. 

In a small group of children (497) the incidence 
of streptococcic infection in symptomatic individ- 
uals was found to be significantly higher than in 
those who were asymptomatic. However, the group 
studied in this connection was too small to permit 
definite conclusions to be drawn. Enforced treat- 
ment or exclusion of school children infected with 
streptococci is both practicable and consistent with 
policy on other infectious diseases. This type of 
program appears to lower the incidence of new 
cases of rheumatic fever in the controlled groups 
to a highly significant degree. It seems likely that 
this program has been effective in lowering the in- 
cidence of new cases of acute nephritis in the 
controlled group. As an educational effort, this type 
of mass-culture program is extraordinarily effica- 
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cious. Inexpensive mass-culture methods evolved 
in this program, together with the use of volunteer 
help, have made the project practical in economic 
terms. 

815 S. Center (Dr. Phibbs ) 

This project was supported by grants from the Wyoming 


Heart Association, the Casper United Fund, and_ the 
Wyeth Laboratories 
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THE CASPER PROJECT—AN ENFORCED MASS-CULTURE 
STREPTOCOCCIC CONTROL PROGRAM 


2. TECHNICAL 


ASPECTS 


Donald Becker, M.D., Brendan Phibbs, M.D. 


Charles Lowe, M.D., Casper, Wyo. 


\ school culture program has been in full opera- 
tion in the grade schools of Casper, Wvo., since the 
fall of 1955 after a pilot study in the spring of the 
same year. The program was designed to detect 
children carrying group A streptococci in the nose 
and throat and to refer them for treatment in the 
hope that the incidence of rheumatic fever might 
be reduced. Our results to date indicate that the 
program has been beneficial, and it will be con- 
tinued on a permanent basis. 

Many studies on the problem of rheumatic fever 
prophylaxis have been made by other investigators. 
These studies, in general, have differed from our 
program in several respects. Previous programs 
have utilized mass cultures of all children in a 
classroom or school group at regular intervals with- 
out regard to the presence of symptoms ‘*; this 
approach has been supplemented in some instances 
by special cultures of ill or absent children. Other 
programs have been concerned with detection and 
treatment of streptococcic infections in family 


groups or with public education programs.’ In 


From the Rheumatic Fever Control Committee. Dr. Becker is the 
pathologist at Natroma County Memorial Hospital, and Drs. Phibbs 
and Lowe are from the Casper Clinic 


The object of a streptococcic control pro- 
gram is to detect and treat a maximum 
number of streptococci carriers in the easiest 
possible way. The child with a positive cul- 
ture is immediately sent home with a mimeo- 
graphed form letter to the parents. After 
treatment is given and the letter initialed by 
the family physician the child is readmitted 
to school. It is conceded that a simplified 
program will not allow identification of all 
carriers of Streptococcus pyogenes. Never- 
theless by reducing the incidence of rheu- 
matic fever appreciably a successful program 
is established. 


the Casper program we have done cultures only for 
those children presenting specific symptoms or 
signs on a given day, and have left the decision 
concerning an individual child to volunteer. spe- 
cially trained, nonprofessional workers. On occa- 
sion we have made cultures for whole classroom 
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populations or whole family groups in the presence 
of repeated positive cultures among_ individual 
members. 

Most previously reported programs have utilized 
a full-scale laboratory approach to the identification 
of group A streptococci. The procedures have in- 
cluded the use of enrichment liquid mediums with 
varying numbers of subcultures and, on occasion, 
final identification by serologic methods. We have 
used the simplest approach we could devise and as 
a result, no doubt, have obtained a higher incidence 
of both false-negative and false-positive results. Let 
us emphasize that our immediate objective is re- 
duction in incidence, not eradication, of rheumatic 
fever. To reach the latter end, logically, we should 
culture each member of the community every day, 
and rigidly enforce treatment programs. This being 
impossible we must compromise by culturing the 
most productive community group by the simplest 
technique. We must utilize the least expensive 
approach, and must use as few highly trained tech- 
nical persons as possible, since both money and 
technical personnel are sometimes at a premium. 
We must educate the public to seek treatment and 
the family physician to urge it. 

It is conceded that a simplified program will not 
allow identification of all carriers of Streptococcus 
pyogenes. Some will not be cultured in the first 
place. Some will receive falsely negative or positive 
culture reports because of simplified laboratory 
techniques. Some will be treated inadequately or 
not at all if the parents or physician are not con- 
vinced of the value of the program. Nevertheless if 
we succeed in reducing the incidence of rheumatic 
fever by an appreciable amount we have established 
a successful program. 


Materials 


We use blood agar plates prepared in disposable 
100-mm. plastic Petri dishes with bacto-blood agar 
base and added human blood in acid-citrate-dex- 
trose solution. We have abandoned use of outdated 
bank blood and are using fresh blood from “short” 
donor units or that obtained from therapeutic vene- 
section. There are valid objections to the use of 
human blood in blood agar plates, but we have 
been unable to make satisfactory arrangements for 
a steady supply of defibrinated animal blood. The 
plates are prepared by laboratory personnel at 
Natrona County Memorial Hospital. Smaller com- 
munities in Wyoming are using commercially avail- 
able plates of prepared mediums. 

Throat swabs are prepared daily by central serv- 
ice personnel of the hospital. Commercial cotton 
swabs are autoclaved in screw-capped culture 
tubes. Particular care is taken that the caps are 
fastened only loosely during autoclaving; as soon 
as autoclave pressure is reduced the caps are tight- 
ened to trap moisture inside the tubes. This is an 
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important step, since complete drying of the swabs 
and tubes, as would occur under autoclave vacuum, 
produces large numbers of sterile cultures. We are 
undertaking a comparative study using swabs pre- 
pared in this manner and those prepared in a liquid 
enrichment medium. Our impression at this time 
is that use of “dry” swabs, especially if they are 
thoroughly wetted with mucus from the throat 
when the culture is taken, produces very nearly 
the same number of positive cultures as obtained 
with enrichment mediums. In addition, wet me- 
diums are more expensive and require particular 
care to avoid contamination of mediums by contact 
with the handle of the swab stick after the culture 
is taken. 

Mimeographed forms are prepared by hospital 
personnel. One provides for identification of the 
school, date, name, grade, and room of child, a 
simple number coding system to identify the swabs, 
a column for culture results, and space for listing 
the reason for culture. The second is a form letter 
taken by the child to his parents, stating that he is 
infected by the Streptococcus organism, and advis- 
ing them to contact the family physician for treat- 
ment. Other items such as tongue blades, flashlights, 
and batteries are also provided. Each day the cul- 
ture tubes are brought to the hospital laboratory 
by voluntary workers, who then receive replace- 
ment supplies as needed. All stocks are maintained 
in the laboratory. 


Collection of Specimens 


Early in the course of our program it was decided 
that the task of obtaining the cultures and sending 
them to the laboratory could be assigned to non- 
professional workers. In the first place there were 
not enough school or public health nurses or physi- 
cians immediately available. Secondly, there seemed 
no better way to enlist the interest and cooperation 
of the community. The problem was presented be- 
fore parent-teacher organizations and in the local 
newspapers, with an extremely gratifying response. 
A large number of young women, mainly mothers 
of school-age children, volunteered immediately 
and have proved invaluable in the program. Inter- 
ested local physicians were assigned various schools. 
They have held conferences with the volunteer 
workers and teachers from each school to explain 
the program in detail and instruct in the proper 
procedures for selecting and culturing the children. 
During the current year a registered, specially 
trained nurse has been employed on a _ part-time 
basis to assist wherever difficulties are encountered 
in the schools; she also plates the swabs, keeps all 
records, and performs family follow-ups, relieving 
the laboratory personnel of these extra duties. 

The volunteer women from each school have 
organized themselves in groups. One or more mem- 
bers appear on a rotation basis at the school each 
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morning at 9 a. m. The teachers send to the ap- 
pointed room all students who appear ill or who 
complain of sore throats or colds. Those children 
are selected for culture who present one or more 
of these features even to a very minor degree: 
fever, swollen tender cervical nodes, postnasal dis- 
charge, or inflamed nasopharyngeal mucosa. Cul- 
tures are obtained from the involved areas of 
pharynx or nasopharynx and the capped culture 
tubes with identification data are taken to the 
hospital laboratory immediately, where replace- 
ment supplies are obtained for the following day. 
This whole process is usually completed in 30 to 
$5 minutes. 


Laboratory Procedure 


The culture tubes for the current day are re- 
ceived by the laboratory technicians. They are 
arranged in convenient order and plated on blood 
agar; with practice about 60 swabs per hour can 
be processed. The contaminated swabs and tubes 
are returned to the hospital central supply for 
sterilization, cleaning, and preparation of new 
tubes. 

Each blood agar plate is divided by wax pencil 
lines into 10 or 12 segments labeled according to 
a number-letter code to correspond with the swabs. 
Although the surface area used for each culture is 
small, this has not proved a serious problem pro- 
vided the inoculation technique is proper. Care is 
necessary to avoid too heavy plating; the cotton 
swab is rolled once at the base of each wedge- 
shaped area. When an entire plate is so prepared, 
spreads are made with the finest available wire; 
only a few strokes of the wire are made from base 
to apex of each segment. Too many strokes result 
in too heavy a culture and reading becomes very 
difficult. There is, theoretically, danger of error 
from mislabeling or cross-contamination from ad- 
jacent areas, but we are not aware that this has 
been a serious problem. Plating of the swabs begins 
not more than 30 minutes after the swabs are re- 
ceived in the laboratory and is usually completed 
by noon. A longer delay might result in unsatis- 
factory cultures, but we have not found this to be 
a problem with the procedure described. The 
occasional culture which does not produce adequate 
growth is repeated the next day. 

The completed plates are incubated until about 
9 a. m. the following day, when they are read by 
one of us (D. L. B.). Identification of streptococcic 
colonies is made on the basis of gross colony mor- 
phology and beta-hemolysis. With experience such 
colonies are picked rather easily. The organism 
most frequently confused with Streptococcus on 
the basis of beta-hemolysis is Micrococcus. Usually 
micrococcic colonies are much larger, produce a 
relatively narrower band of hemolysis, and present 
a characteristic rounded, white, opaque appearance. 
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Streptococcic colonies are small, semitranslucent, 
and develop wide, sharply demarcated zones of 
hemolysis. Some strains of micrococci produce very 
small colonies which are difficult to identify; for- 
merly we preferred to call these positive if doubt 
existed, on the theory that it was better to over- 
diagnose than underdiagnose. During the current 
vear, when subcultures have been made on all 
suspect colonies, this has been a lesser problem 
since the gross differentiation is much easier on the 
multiple colonies of a pure culture. The number of 
streptococcic colonies will vary from one or two per 
segment to an essentially pure culture. A culture 
with even one clear-cut colony of streptococci is 
read as positive. 

During the first vear of the program, all cultures 
containing beta-hemolytic streptococci were re- 
ported positive. This was known to be somewhat 
inaccurate since gross differentiation between strep- 
tococci of Lancefield’s group A and beta-hemolytic 
strains of Lancefield’s groups B.C, D, and G is not 
possible. and only the group A strains are of sig- 
nificance in this context. In most cases the problem 
is primarily one of differentiation of group A from 
group D strains; numerically groups B, C, and G 
are not commonly found under these circumstances. 
At intervals during the first vear, a series of sub- 
cultures of streptococcic colonies to blood agar and 
eosin-methylene-blue agar was performed; with 
this procedure group D colonies will ordinarily 
grow on eosin-methylene-blue agar while group A 
strains will not. About 18% of our streptococci 
strains were of group D. With this approach a cer- 
tain number of children who were treated (with 
penicillin as are all children in this series) proved 
to harbor beta-hemolytic strains on routine recul- 
tures performed after 10 days. 

These strains, isolated on reculture, were uni- 
formly subjected to differential subculture, and 
uniformly proved to belong to group D. The prob- 
lem became worse as time went on and as the 
relative number of group A strains isolated was 
reduced by continuing treatment of carriers. It did 
not seem easily soluble, since the technique was 
cumbersome and time consuming. In the fall of 
1956 we became aware of an identification proce- 
dure based on the fact that most group A strains 
are inhibited when grown on blood agar plates 
implanted with bacitracin disks of low (2 unit) 
concentration while most strains of the other groups 
are not.” This procedure is subject to some error, 
particularly in identification of groups B, C, and G; 
the most common error, however, tends to falsely 
identify a given strain as group A, so that the 
method seems ideally suited for our program. 

Since the fall of 1956 colonies of all presump- 
tively positive cultures are transferred directly to 
quadrants of a blood agar plate on the morning 
they are read; bacitracin disks are implanted and 
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final readings provided the following morning. In 
this way only a single subculture transfer need be 
made and the procedure is quite satisfactory. Ini- 
tially the results of this technique were compared 
with those of the double-subculture technique with 
excellent agreement. The delay between culture 
and report is increased to 48 hours, and to 72 hours 
over a week-end, but this appears unavoidable. 

The identification subcultures were undertaken 
with some doubts, since the procedure is time- 
consuming when 40 or 50 positive cultures are en- 
countered in a day. As the program proceeded 
during 1955 and 1956, the number of positive cul- 
tures was gradually reduced to an average of 8 to 
10 per day; the subcultures can be prepared under 
these circumstances in about 25 minutes. 

Initially individual colonies were transferred to 
enrichment broth, and then to the agar plates for 
identification. This only consumed more time and 
materials and did not appear beneficial. With prac- 
tice and a small loop, even a single colony close to 
its fellows may be satisfactorily transplanted. Oc- 
casionally transplanted colonies fail to produce 
growth; these are read as group A, again on the 
theory that it is better to overdiagnose than to 
underdiagnose. Since we have begun to differentiate 
group A from other strains we have encountered 
only one child who, having received adequate peni- 
cillin treatment, had a persistently positive culture. 
The tonsils were much enlarged in this child; he 
underwent tonsillectomy and no more positive cul- 
tures have been obtained. 

Reporting 

Each morning the laboratory secretary reports 
by telephone the names of children with positive 
cultures to the principal's office of the proper 
school. The child is immediately sent home with a 
mimeographed form letter to the parents. After 
treatment is given and the letter initialed by the 
family physician the child is readmitted to school; 
since most children are symptomatic at least one 
day of school is usually missed betore the parents 
allow return. Each child with a positive culture 
routinely receives a reculture 10 days after the first. 

With some frequency cultures from the same 
child will prove positive repeatedly over a period 
of weeks or months. In such cases arrangements are 
made by the program nurse through the family 
physician to make cultures for all members of the 
family involved. This is done either by appointment 
in the hospital laboratory or, if convenience dic- 
tates, by the workers at one of the schools. As a 
matter of interest, persons who handle the cultures 
are urged to have cultures made themselves at 
rather frequent intervals. Our laboratory personnel 
and the program nurse frequently had positive cul- 
tures in the early stages of the program and have 
developed a healthy respect for precise bacteri- 
ological technique. 
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Economic Aspects 


It is estimated that, considering only the actual 
cost of materials used, the throat cultures can be 
made for between 8 and 10 cents per culture. This 
does not include any estimate for the time donated 
by the volunteer workers, the pathologist, or the 
members of the county medical society rheumatic 
fever committee who donate their time but does 
include the cost of labor by hospital employees 
who prepare materials; the program nurse is paid 
separately. No strict accounting of costs is kept 
routinely; the nurse is paid from available funds 
and the hospital general fund receives a lump sum 
at the end of the school vear to help defray its ex- 
penses. The first year $500 was available from the 
Wyoming Heart Association. During the current 
vear $1,000 was received, in addition to which $500 
was received from the local United Fund organi- 
zation and $500 from Wyeth Laboratories. 

The estimated total cost during the first year 
(roughly 8,000 cultures) was approximately $720, 
about a $220 loss to the hospital. This was con- 
sidered a legitimate part of the hospital's commu- 
nity service. Local business concerns that have been 
asked for help in preparing educational material 
for this program have uniformly refused payment 
for their services. By far the majority of children 
with positive cultures are treated by their family 
physicians at the usual fee, and no attempt will be 
made to establish a “free treatment” program. The 
charity cases receive treatment without charge or 
at reduced charge from their family physicians, as 
usual. Free penicillin is available from the Wyom- 
ing Department of Health for use in such cases. 


Summary 


A program for culturing the throats of grade 
school children to detect beta-hemolytic strepto- 
cocci has been in successful operation in Casper, 
Wyo., since 1955. The program has been established 
so that there is minimum expenditure of money, 
materials, and technical help; simplified procedures 
have been employed wherever possible. The object 
has been to detect and treat a maximum number of 
streptococci carriers in the easiest possible way. 

Results of our studies indicate that the incidence 
of streptococcic infections and of acute rheumatic 
fever is lower in this community since the program 
was started. In addition there has been widespread 
and desirable local dissemination of information to 
the public about these diseases. The program will 
be continued indefinitely. 

1233 E. 2nd St. (Dr. Becker). 
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BRUCELLOSIS AND HEART DISEASE 


IV. ETIOLOGY OF CALCIFIC AORTIC STENOSIS 


Thomas M. Peery, M.D., Washington, D. C. 


Calcareous disease of the aortic valve is character- 
ized pathologically by nodularity, calcification, and 
deformity of the cusps and commissures and by 
irregular distortion of the valve orifice. Because of 
the fusion and rigidity at the commissures, aortic 
stenosis is the usual effect (fig. 1). In those cases in 
which destruction of a commissure causes sagging 
of a cusp so that the orifice cannot close perfectly, 
there will be aortic insufficiency as well as stenosis 
(fig. 2). Left ventricular hypertrophy is often ex- 
treme, Although physical findings are sometimes 
minimal, such symptoms of serious heart disease as 
angina and syncope are usually evident. Sudden 
death is common in this group, often a result of 
complete heart block. 

The reported frequency of calcific disease of the 
aortic valve varies in different autopsy series, de- 
pending upon several factors, chiefly the age of the 
group on which autopsy is done. As to its relative 
frequency, Clawson, Noble, and Lufkin ' noted that 
calcified nodular aortic valve deformity (without 
involvement of other valves) comprised 41% of all 
healed valve deformities seen on the autopsy serv- 
ice at the University of Minnesota. At the George 
Washington University Hospital these cases, with- 
out involvement of other valves, comprise 26% of 
all healed valve deformities, as compared with 29% 
pure mitral stenosis and 45% combined valve 
lesions. 

Calcium deposition in nonosseous tissue is ordi- 
narily a result of a series of local chemical or physi- 
cal changes. These changes may begin with either 
lipoid deposits (as in atherosclerosis of the aorta), 
necrotic tissue (as in tuberculous nodes), or fibrin 


From the Department of Pathology, the George Washington Uni- 
versity School of Medicine. 

Read before the Section on Pathology and Physiology at the 106th 
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Because of inconsistencies in the popular 
theories regarding calcific aortic stenosis, 
another explanation has been sought for 
this common form of valvular heart disease. 
The valve !esions encountered after fatal 
brucellosis closely resemble those in calcific 
aortic stenosis. A similar type of chronic 
aortic valve disease was recognized in nine 
patients who recovered from brucellosis. 
Calcific aortic stenosis is chiefly a disease of 
males, corresponding to the sex incidence 
of brucellosis. For these and other reasons 
it is proposed that calcific aortic stenosis is, 
in most cases, a sequel of brucellosis. 


(as in old thrombi). Thus, theoretically, calcareous 
disease of the aortic valve may be a result of a 
degenerative process comparable to atherosclerosis 
of the aorta or of an inflammatory process such as 
rheumatic valvulitis or bacterial endocarditis. 

About 20 to 30% of patients with calcific aortic 
stenosis give a history of prior joint disease. For 
this reason, and because of the presence of certain 
gross and microscopic “rheumatic stigmata” in the 
heart, rheumatic fever has been considered by 
many to be the cause of the residual valve deform- 
ity. Since identical clinical and pathological mani- 
festations may be produced by other diseases, how- 
ever, it is obviously impossible to distinguish the 
residual lesions of rheumatic fever from those due 
to certain other illnesses. This point has been elab- 
orated in the first paper in this series.* 

Calcium deposits in relation to vascular endo- 
thelium naturally suggest a relationship to athero- 
sclerosis. However, the precursor phase consisting 
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of lipoid deposits is not known to occur, and the 
valvular changes are ordinarily not associated with 
extensive atherosclerosis of the aorta. 

The appearance of the valve lesions suggests that 
they are a result of bacterial endocarditis: athero- 
sclerosis and rheumatic fever are ordinarily not so 
destructive. On the other hand, bacterial endocar- 
ditis is generally believed to be a fatal disease un- 
less its course is modified by antibiotic therapy. A 
natural tendency to heal and calcify is incompatible 
with current concepts of bacterial endocarditis. 

In 1941, I performed an autopsy on a 51-year-old 
male who had had an intermittent febrile illness for 
18 months before his death (case 2 in the series of 
probable cases of fatal brucellosis not proved by 
culture, reported by myself and Belter*). At one 
time during his illness this patient’s serum aggluti- 
nated Brucella antigen at a titer of 1:10,240. Ter- 
minally there were the murmurs of aortic valve 
disease, and death was a result of congestive heart 
failure. Postmortem examination revealed an essen- 


Fig. 1.—Calcareous disease of aortic valve producing 
extreme stenosis of orifice (viewed from above, unopened ). 


tially chronic form of endocarditis limited to the 
aortic valve. There were old infarcts in the kidneys 
and spleen. This case raised the question whether 
brucellosis, a disease often marked by recurring 
bacteremia for many months, might be a cause of 
calcific aortic stenosis. To check this possibility, a 
series of investigations have been made. 


Autopsy Findings in Fatal Brucellosis 


In a review of the world literature on fatal bru- 
cellosis * 42 culturally proved fatal cases of brucel- 
losis were found in which there were adequate 
autopsy data. These cases are summarized in table 
1. It should be noted especially that, among the 18 
cases of fatal Brucella abortus infection, endocardi- 
tis was present in 17, and in 16 instances the aortic 
valve was involved (fig. 3). In 12 of these cases the 
author specifically noted that calcium was present 
in the affected valve cusps or vegetations. 

In some cases there were microabscesses within 
the nodular hyaline valve cusps. In other cases 
necrosis was minimal and there were focal hyaline 
areas and coalescent masses of calcium (fig. 3) 
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closely resembling the changes in the inactive valve 
lesions of calcific aortic stenosis. The necrotic, hya- 
line, and calcific lesions in the aortic valve in bru- 
cellar endocarditis closely resemble the lesions 
which have been described in the spleen,* lungs,° 
and kidneys ° in brucellosis and from which Bru- 
cella have been cultured. 


TABLE 1.—Autopsy Findings in Fatal Brucellosis 
Cases of Aortie 
Total Endo Valve 
Cases carditis Involved 
Culturally proved, due to 
Br. abortus 16 
Br. melitensis 
Br. suis eee 
Undetermined strain 
Not culturally proved* 


*In each case, serum agglutinated Brucella antigen in dilution of 
1:500 or higher 


From examination of these cases one can con- 
clude that bacterial endocarditis is the chief cause 
of death in fatal brucellosis; the aortic valve is pri- 
marily affected; the affected valves usually contain 
calcium deposits. 


Aortic Valve Lesions Following Nonfatal 
Brucellosis 


Through the cooperation of numerous clinical 
colleagues, and also from a study of causes of death 
in veterinarians,’ 10 cases have been found in which 
chronic valvular heart disease followed by some 
years an illness diagnosed on clinical grounds as 
brucellosis. These cases will be reported sepa- 
rately.” Nine of these patients had a pure aortic 
lesion and one of them a pure mitral lesion. The 
average age at the onset of brucellosis was 40.7 
years. The average age at the diagnosis of heart 


Fig. 2.—Calcareous disease of aortic valve resulting in 
deformity of commissures and aortic insufficiency (viewed 
from above, unopened ). 


disease was 51.5 years, at death (six cases) 59.5 
years, and of the four survivors at the time of study 
54.7 years. 

In four cases the clinical diagnosis of chronic val- 
vular disease was confirmed by postmortem exami- 
nation. The valvular lesion in three of these patients 
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was in no way distinguishable from that of the 
usual calcareous disease of the aortic valve (fig. 4); 
the fourth patient had mitral stenosis. 

Hence we can conclude that brucellar endo- 
carditis is essentially a chronic disease. The active 
bacterial phase may heal leaving a residual valve 


lesion. 


Immunological Studies in Patients with Calcific 
Aortic Stenosis 


A controlled study was undertaken to determine 
whether there was immunological evidence of prior 
brucellosis in patients presenting calcific aortic 
stenosis.” Twenty-four patients with aortic stenosis 
were investigated. Most patients were from the 
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While the results (table 2) are by no means con- 
vincing, it appears that there were probably 2 


patients with definite brucellosis among the 24 with 


TABLE 2.—Immunological Studies in Calcific Aortic Stenosis 


Patients with Control 
\ortic Stenosis Patients 


Brucella agglutination 


has shown that pa- 
tients with unspecified cardiac diseases have a 
higher rate of skin sensitization to Brucella antigen 


aortic stenosis. (Carpenter ' 
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Fig. 3.—Insert, chronic endocarditis due to Brucella abortus. Aortic valve is chiefly affected. Left, section through aortic 


valve lesion showing extensive calcific deposits. Right, higher magnification of aortic valve lesion in fatal brucellosis, showing 


outpatient department of the George Washington 
University Hospital; a few were from the surgical 
service at Georgetown University Hospital. Blood 
samples for Brucella agglutination were taken from 
each patient and intradermal tests with bruceller- 
gen were done. Twenty-three other outpatients 
were selected as controls; they had no evidence of 
valvular heart disease and were matched with the 
test patients as to sex and as nearly as possible as 
to age. 


necrosis and inflammatory reaction adjacent to areas of hyalinization and calcification. 


than do patients with other diseases. ) Although the 
evidence is not conclusive, we can say that immu- 
nological studies on patients with calcific aortic 
stenosis reveal evidence of brucellosis in some 
instances. 

Sex Incidence of Calcific Aortic Stenosis 


and Brucellosis 


From the evidence presented it seems reasonable 
to conclude that calcific aortic stenosis may, in some 
cases, be a residual lesion of brucellar endocarditis. 


7 
Brucellergen skin test 
Newative 22 20 
| | 
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In order to determine the relative importance of the 
several possible causative agents, I have compared 
the sex incidence of each of the suggested causes 
with the over-all sex incidence of calcific aortic 
stenosis. A summary of this comparison reveals 
some relevant data. Of 822 patients with calcific 
aortic stenosis, 73% were male "'; of 3,129 patients 
with rheumatic fever and rheumatic heart disease, 
50% were male '*; of 408 patients with subacute 
bacterial endocarditis, 49.5% were male **; and of 
2,409 patients with brucellosis, 79% were male."* 

Rheumatic fever makes no distinction between 
the sexes,'* nor does it show a tendency to involve 
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pears, the sexes are generally believed to be in- 
volved about equally.) Hence, the sex incidence of 
calcific aortic stenosis is unusual, and corresponds 
closely with that of brucellosis. 


Other Studies 


A search for evidence of heart disease in animals 
infected with Brucella has been unsuccessful. Ap- 
parently no such studies have been done previously. 
Examination of the hearts from 100 cattle slaugh- 
tered because they had a positive reaction for 
Bang’s disease showed no evidence of cardiac le- 
sions.” Since these animals were killed for economic 


Fig. 4.—Insert, calcific aortic stenosis at age 76, many years after prolonged febrile illness diagnosed as brucellosis. Left, 
section showing nodular calcific deposits in aortic valve cusp. Right, higher magnification of residual aortic valve lesion after 
nonfatal brucellosis. Inflammatory reaction has disappeared leaving scar tissue, calcium deposits, and dilated vascular channels. 


a particular valve in a certain sex (Cohn and 
Lingg ‘’). There is no significant difference in the 
incidence of subacute bacterial endocarditis in the 
two sexes.'* Brucellosis has a remarkable predilec- 
tion for the male. This is due presumably to the 
occupational nature of the infection in most cases, 
as noted by Hardy and co-workers,** Jordan,"* and 
others. (Reliable figures for the sex incidence of 
atherosclerosis are not available because of the sub- 
jective nature of the observations. Males seem pre- 
dominantly affected in early adulthood, but in later 
years, at the age when calcific aortic stenosis ap- 


reasons rather than because of illness, it is perhaps 
not significant that no lesions were found. Other 
species may yield more significant results. 
Although it seemed unlikely that bacteria could 
be demonstrated in the hyaline and calcified valve 
cusps of calcific aortic stenosis, we '’ considered it 
worth a try. In six cases one or more of the cusps 
were removed post mortem, with aseptic precau- 
tions taken. The calcified masses were ground with 
mortar and pestle, and a suspension of this material 
was then prepared. Portions were inoculated upon 
plain trypticase soy agar and upon trypticase soy 
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agar to which crystal violet ( 1:700,000) was added 
for inhibition of contaminants. Other portions of 
the suspension were injected into guinea pigs. 
Blood samples were withdrawn from the pigs at 
four weeks and at six weeks and were tested for 
Brucella agglutinins with use of the antigen sup- 
plied by the Bureau of Animal Industry. The ani- 
mals were killed at six weeks and their organs were 
examined grossly. Material was taken from the 
spleen, regional lymph nodes, liver, and testes and 


inoculated on trypticase soy agar as before. All 


plates were incubated under 10% carbon dioxide 
tension and were held for 10 days before discard- 
ing. All studies were negative 

It is uncertain how frequently valvular heart dis- 
ease develops during the course of nonfatal brucel- 
losis. It is probably more common in the severe 
recurring infections based on occupational exposure 
than in the milder infections due to casual contact 
with milk products. Evans and 1'* have studied 
several patients with mild brucellosis and found no 
sign of valvular heart disease. To determine the 
frequency of this sequel, a large series of patients 
with brucellosis should be followed over a long 
period of time. Such a study can best be carried out 
in an area where the disease is endemic. Detailed 
examinations of the heart would be necessary to 
detect the residual valve lesion, since physical signs 
may be minimal, misleading, or even completely 


absent in calcific aortic stenosis 
Summary and Conclusions 


There is evidence to the effect that calcific aortic 
stenosis often is the residual lesion of brucellar 
endocarditis, chiefly due to the Brucella abortus 
strain. This evidence is as follows: 

In a number of cases, calcific aortic stenosis has 
followed a febrile illness diagnosed as brucellosis. 
In fatal brucellosis, chronic endocarditis is an al- 
most constant finding. The aortic valve is primarily 
affected and there is a natural tendency for the 
ulcerated valves to heal and calcify. The gross and 
microscopic appearance of the aortic valve in bru- 
cellar endocarditis is almost identical with that in 
calcific aortic stenosis. The granulomatous lesions 
in other organs during brucellosis, from which Bru- 
cella have been cultivated, closely resemble the 
valve lesions in calcific aortic stenosis. Some pa- 
tients with calcific aortic stenosis show a high titer 
of agglutinins against Brucella in their serum. The 
sex incidence of calcific aortic stenosis is unusual 
and corresponds with that of brucellosis rather than 
rheumatic fever. 

Brucellosis is thus suggested as the chief cause otf 
calcific aortic stenosis on the basis of pathological, 
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clinical, and immunological studies. These observa- 
tions open up new vistas for the prevention ot 
heart disease. 


901 23rd St., N. W. (7) 
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Public Health Service 
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It has long been the impression of physicians 
who treat back injuries that patients receiving 
compensation are often more difficult to cure than 
those who are not eligible for such benefits. We felt 
that it might be of interest to see if this clinical 
impression could be substantiated by studying 
similar groups of patients with and without com- 
pensation who received the same treatment and to 
determine what factors might be involved. 

Over 500 patients treated in the physical medi- 
cine department of Baylor University Hospital dur- 
ing a five-year period were used for the study. Of 
the 509 patients, it was found that 54% were eligi- 
ble for compensation and 46% were not, which 
represented a sufficiently equal distribution for our 
study. As might be expected, there were many more 
men than women in the compensation group. Pa- 
tients not receiving compensation were about 
evenly distributed with regard to sex (table 1). 


TaBLe 1.—Number and Percentage of Patients 
Receiving and Not Receiving Compensation for Injury 


Patients 

Sex No % 
Receiving compensation ........cccccccccccscvces M 213 42.0 
F a9 124 
Not receiving compensation ................+..- M 116 29.8 
F 121 93.2 


The majority of the patients were referred for 
physical therapy by other physicians, mostly ortho- 
pedic surgeons or neurosurgeons, who had initially 
established the diagnosis of low back pathosis due 
to injury. Many of the patients had already re- 
ceived some treatment, such as bed rest at home, 
some form of heat, or back manipulation, prior to 
referral. 

Only those patients were included in this study 
who received a minimum of at least five treatments, 
for three reasons: 1. Patients who became symptom- 
free with fewer than five treatments might well 
have improved without treatment. 2. The group 
receiving fewer than five treatments included many 
patients who had severe lesions requiring surgery 
and were therefore not suitable candidates for 
conservative management. 3. Patients who came 
to the physical therapy unit less the five times pro- 
vided small opportunity for follow-up. 


From the Department of Physical Medicine and Rehabilitation, Bay- 
lor University Hospital. 

Read before the Section on Physical Medicine at the 106th Annual 
Meeting of the American Medical Association, New York, June 6, 1957. 


COMPENSATION FACTOR IN LOW BACK INJURIES 
Edward M. Krusen, M.D. 


Dorothy E. Ford, M.D., Dallas, Texas 
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The histories of 509 patients treated for 
low back injuries were studied for differences 
that might be related to compensation. 
Only 55.8% of the 272 patients receiving 
compensation were rated as improved at 
time of discharge, as compared to 88.5% 
of the 237 patients not receiving compensa- 
tion. Over two-thirds of the patients who 
did not receive compensation had appeared 
for treatment during the first month of 
symptoms, whereas only about one-half of 
the patients who received compensation had 
been seen at this point. The mean number 
of treatments received by the compensation 
group, both men and women, greatly ex- 
ceeded that for the noncompensation group. 
Some patients in the compensation group 
responded well to conservative management 
and returned to their jobs after a minimum 
number of treatments, but in others there 
appeared to bea difficulty within the basic 
personality structure. Psychiatric experience 
with the latter type has not been encourag- 
ing. Throughout the study, the women ex- 
pecting compensation showed the worst 
response to treatment while receiving the 
greatest number of treatments. Prompt ade- 
quate diagnosis and early adequate con- 
servative treatment are recommended as 
essential in handling these patients, but 
there is real need for further investigation of 
the medical, psychological, and legal as- 
pects of this complaint. 


Symptoms 


Only patients with an acute back injury, that is, 
those who could relate the onset of symptoms to a 
particular incident, were included in this study. 
The most common symptom was pain in the lower 
back, often with radiation into one leg and some- 
times into both legs. Many patients complained of 
back pain after coughing or sneezing. Almost all 
patients demonstrated some degree of limitation of 
straight leg raising. The majority did not exhibit 
any significant diminution of deep tendon reflexes. 
Many patients noted numbness to pin prick over 
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portions of the lower extremities, though this usual- 
ly did not conform to dermatome distribution. Few 
patients had true weakness of the dorsiflexors of the 
foot. Nearly all had limitation of back motion, 
ranging from that noted only on testing to constant 
assumption of the flexed position. No effort was 
made to exclude patients with a clinical diagnosis 
of possible ruptured intervertebral disk, although 
the most common diagnosis was muscular or liga- 
mentous sprain. 


Treatment and Hospitalization 


Although one might expect that more patients 
with compensation would receive hospitalization 
than those without, this was found not to be true in 
this series. In the compensation group 73% were 
hospitalized, and in the noncompensation group 
76% were hospitalized. If hospitalization can be 
taken as an index of the severity of symptoms and 
thus of the severity of the injurv, there existed 
essentially no difference between patients receiving 
compensation and those not receiving compensa- 
tion in this regard. 

The majority of the hospitalized patients were at 
bed rest in the jackknife position, some with leg 
traction, and many received muscle relaxants. In 
the Physical Medicine Department, treatment for 
the patient with low back injurv was started with 
30 minutes of heat, usually short wave diathermy 
unless contraindicated. An effort was made to posi- 
tion these patients comfortably either in a_ side- 
lving position with the knees flexed or in the prone 
position with ample support under the abdomen in 
the form of pillows so that the back was semiflexed 
The heat treatment was followed by massage of 
the deep sedative type, as tolerated by the patient 
Some patients also received electrical stimulation 
to the involved back muscles 

As soon as the patient had passed the most acute 
stage, low back flexion exercises were added. It 
was usually most satisfactory to start these exer- 
cises with the patient lying supine with hips and 
knees flexed in order to eliminate the extensor ac- 
tion of the iliopsoas muscle on the lumbar spine. 
In order to flex or flatten the lumbar spine, the fol- 
lowing exercises were used: 1. The simplest exer- 
cise was contraction of the gluteus maximus 
muscles, also called “pelvic tilt.” 2. The next exer- 
cise consisted of flexion of the neck and upper 
trunk through a limited range, resulting in strength- 
ening of the abdominal muscles, and also flexion of 
the lower spine. The range was carefully limited in 
order to avoid contraction of the iliopsoas and re- 
sulting extension of the lumbar spine. 3. The last 
exercise consisted of passive hip and knee flexion. 
This was done from the same position by having 
the patient grasp his knee with both hands and pull 
it toward his chest, first one leg at a time and finally 
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both simultaneously. All exercises were carefully 
graduated and were performed “to the point of 
pain” only. 

As the patients’ conditions improved, they were 
also taught the basic principles of proper body 
mechanics to enable them to avoid extension of 
the low back in all forms of activities, such as 
sitting, walking, and lifting. Exercises involving 
hamstring stretching, such as touching the toes 
with knees extended either sitting or standing, 
were generally avoided. 


Results of Study 


The patients in each group were analyzed with 
regard to the following factors: improvement fol- 
lowing treatment, duration of complaint before 
treatment was started, relationship of the duration 
of symptoms before treatment to the results of 
treatment, number of treatments received, and re- 
sults of treatment at late follow-up. 


UNIMPROVED [__] mproveo 
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Fig. 1.—Results of treatment in patients who received 
compensation and in those who did not 


Results of Treatment.—The results of treatment 
were Classified as either improvement or no im- 
provement largely on subjective grounds, since ob- 
jective improvement is of little value if the patient 
is having too much pain to return to work. Thus, 
a patient was considered unimproved if he or she 
continued to complain and failed to resume normal 
activities, including work, regardless of objective 
improvement. This method has previously been 
used in many studies of the management of low 
back pain.’ 

Figure 1 shows a comparison of improvement 
for patients who received compensation and for 
those who did not as a whole and also for each 
group divided according to sex. Only 55.8% of the 
patients receiving compensation were rated as im- 
proved at discharge, as compared to 88.5% of the 
patients not receiving compensation. The observed 
difference in improvement between men who an- 
ticipated compensation and those who did not was 
27.2%, while the difference to be expected on the 
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basis of chance was only 9.6%. For the women, the 
observed difference was 38.3%, while the expected 
difference was only 13.8%. 

Duration of Complaint Before Treatment.—Fig- 
ure 2 shows that over two-thirds of the patients 
who did not receive compensation, both male and 
female, had appeared for treatment during the 
first month of symptoms, whereas only about one- 
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Fig. 2.—Duration of complaint before treatment in pa- 
tients who received compensation and in those who did not. 


half of the patients who received compensation 
had been seen at this point. Less than one-tenth of 
the first group were referred to the department 
after more than three months of symptoms, but 
over one-fifth of the second came for treatment 
over three months after injury. 

Cerrelation of Results with Duration of Symp- 
toms.—Figure 3 shows the percentage of patients 
improved for different durations of complaint, both 
for those who received compensation and for those 
who did not. Both groups showed a definite de- 
crease in improvement among the patients appear- 
ing for treatment after more than one month of 
symptoms. This drop was especially marked in the 
compensation group. 

The fact should be noted, however, that even the 
patients who received compensation who were seen 
for physical therapy during the first week after 
injury did only slightly better than those who did 
not receive compensation who were seen three or 
more months after their injury. Thus, though the 
patients, in general, responded better to treatment 
when it was initiated early, this factor was not the 
only key to the recalcitrant symptoms of the pa- 
tient who received compensation. 

Number of Treatments.—The number of treat- 
ments the patients received varied from the ac- 
cepted minimum of 5 to 91. The mean number of 
treatments was calculated for each of the four 
groups. There was a striking similarity between the 
mean number for men (18) and women (18.3) in the 
compensation group and those for men (9.8) and 
women (11.1) in the noncompensation group. As can 
be seen, both men and women in the compensation 
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group received a significantly greater number of 
treatments than did their counterparts in the non- 
compensation group (observed difference among 
men, 8, and among women, 7). Over one-half of 
the patients receiving compensation were dismissed 
from physical therapy after 13 treatments; over 
one-half of the patients not receiving compensation 
were dismissed after 9 treatments. 

An attempt was made to correlate the number ot 
treatments with improvement, but unfortunately no 
definite relationship could be established. The 
mean number of treatments for patients who 
showed improvement essentially did not differ from 
that for those who did not in the same group or 
from that of the group as a whole. 

The mean number of treatments was also cor- 
related with the duration of symptoms before treat- 
ment was started. Figure 4 shows a definite relation- 
ship in the compensation group; those who waited 
the longest before treatment received the greatest 
number of treatments. The correlation for the non- 
compensation group was not so significant because 
of the small number of patients in this group who 
had symptoms for more than three months before 
treatment was started. 

Late Follow-up.—A late follow-up on the results 
of this study was obtained from the records of the 
referring physicians, either on discharge of the pa- 
tient or on the last office visit. This included 355 of 
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Fig. 3.—Correlation of results of treatment with duration 
of symptoms in patients who received compensation and in 
those who did not. 


the 509 patients in this series, and these results are 
shown in table 2. The time lapsed after dismissal 
from physical therapy varied from a few weeks to 
several years. When the patients who had had 
surgery were excluded from the evaluation, the 
percentage of patients showing long-term improve- 
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ment was similar to that shown originally. Figure 5 
shows that the follow-up results tended to get 
slightly better for the patients not receiving com- 
pensation, while those for the patients receiving 
compensation tended to become somewhat worse. 


Comment 


The results obtained in this study of 88.5% im- 
provement among patients not receiving compensa- 
tion are similar to those of Cover and Curwen,"* 
who reported 88% of their patients as improved; 
Breck and Palafox '* reported 87% of patients im- 
proved, and Haggart and Grannis “* reported 91% 
improved. However, the improvement of 55.8% 


found among our patients who received compensa- 
tion is far different from that of 87% reported by 
Jessup and co-workers.'” In this regard, it must be 
emphasized that the patients of these other ob- 
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Fig. 4.—Correlation of duration of symptoms with num- 
ber of treatments in patients who received compensation 
and in those who did not. 


servers were all ambulatory and were treated at 
work, while three-fourths of the patients in this 
study were hospitalized. This reflects a probable 
difference in extent of injury. Our study may have 
excluded many of the patients with minor injuries 
by the imposed minimum of five treatments. 
Results show that the longer a patient waits be- 
fore treatment the smaller is the probability of his 
improving, regardless of whether he expects com- 
pensation or not, and that generally the patients 
who receive compensation are referred for treat- 
ment later than those who do not. The reasons for 
this are hard to explain; certainly they are not 
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financial, and the delay may cause many undesir- 
able consequences. Admittedly, the more severely 
injured patients are eventually hospitalized for an 
intensive treatment program, but one gets the im- 
pression that many of these patients receive inade- 


TABLE 2.—Percentage of Patients Available for Late 
Follow-up Study, with Results 


Receiving Not Receiving 
Compensation Compensation 


quate therapy for a prolonged period of time. Even 
when an attempt is made to give physical therapy, 
this frequently consists of the application of heat 
from a heat lamp or diathermy machine alone. 
This is certainly not adequate, but the patient 
considers it to be “physical therapy,” and, when he 
is finally referred for more intensive treatment, he 
has developed a prejudice against physical therapy 
which must be overcome. From this standpoint, it 
would often be preferable if these patients received 
no treatment rather than inadequate therapy, and 
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Fig. 5.—Comparison of results of treatment at immediate 
follow-up and at late follow-up in patients who received 
compensation and in those who did not 


certainly the latter should not be continued over 
prolonged periods of time. Otherwise, many pa- 
tients become extremely resentful toward their 
employers, their doctors, or both and lose their 
motivation to return to work. If a doctor is treating 
a patient without being able to provide an intensive 
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treatment program, there appears to be a danger 
point at about one month, after which results of 
treatment fall off sharply for patients in the com- 
pensation group. 

Although results are worse for patients who are 
referred for treatment after three months or more, 
it is usually still advisable to give them a trial of 
adequate treatment, since it has been shown that 
over one-third of them can be improved sufficiently 
to return to work. Of course, if the same treatment 
could be provided within the first week after in- 
jury, almost twice as many would recover. Provid- 
ing the patient with early treatment is especially 
important if he is receiving compensation. Another 
factor in successful treatment is an early, adequate 
preparation by the physician. The earlier an ac- 
curate diagnosis as to the need for possible surgery 
can be obtained the easier it becomes to treat the 
patient. It is not an uncommon experience for a 
patient to get well after myelography failed to 
demonstrate any obvious defect. This should not be 
interpreted as a recommendation for routine 
myelography, since many patients become disabled 
by the mere insertion of a needle into the spine. 
However, in questionable cases, better results 
would undoubtedly be obtained more quickly if 
this procedure were done. In this respect, electro- 
myography may prove helpful when it becomes 
more generally available. Shea and co-workers * 
have shown the possibility of demonstrating inter- 
vertebral disks with this technique. In our own 
experience, electromyography has proved a definite 
advantage in that it does not require lumbar punc- 
ture and insertion of radiopaque material and thus 
eliminates some of the physiological and psycho- 
logical trauma of the diagnostic procedure. Of 
course, even a person with a small protruded in- 
tervertebral disk can often be treated conserva- 
tively, and, as Barr® pointed out, the results are 
not necessarily proportional to the size of the de- 
fect. However, if conservative management fails to 
provide relief, it is best to resort to surgery 
promptly. 

In the analysis of the number of treatments re- 
ceived by patients, we were unable to determine 
an optimal number of treatments, since there was 
no correlation possible between results of treatment 
and the number of treatments given. Although 
there may be no ideal treatment time, we feel from 
our clinical impressions that a series of 18 treat- 
ments or a period of three weeks of intensive care, 
including bed rest and adequate physical therapy, 
constitutes a fair trial of conservative management. 
Of course, if the patient is improving under this 
program, treatment should definitely be continued. 
But a patient who does not get any relief from these 
measures during that period should be viewed with 
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considerable concern. He probably requires sur- 
gery, or perhaps his psychological problems are 
so fixed that little help can be expected from fur- 
ther treatment. 

Apparently, as a group, the patients suffering 
acute back strain who receive compensation pre- 
sent different psychological problems from those 
who do not receive compensation yet whose injur- 
ies may be the same. Yet some patients in the 
former group respond well to conservative manage- 
ment and return to their jobs after a minimum 
number of treatments. The difficulty appears to lie 
within the basic personality structure of the indi- 
vidual receiving the injury. For some patients, a 
back injury seems to present a way of “getting 
back” at the emplover. Once a cash settlement is 
made, the back pain and disability often subside 
rapidly. However, with rare exceptions, these pa- 
tients are not malingering; rather, thev seem to be 
suffering from a compensation neurosis. In_ the 
patient who receives compensation it is always im- 
portant to watch for evidence of emotional prob- 
lems. In our series, the most common symptoms 
noted were the neck tension syndrome with its 
associated headache, dizziness, paresthesias of the 
upper extremities, and visual difficulties and, also, 
such symptoms as blackouts, gastrointestinal up- 
sets, bizarre paralyses, and extreme nervousness. 

The question arises whether psychiatric treatment 
would be of help in overcoming the problems of 
patients with a compensation neurosis. Unfortu- 
nately, the usual experience is that these patients 
go to a psychiatrist only with extreme reluctance 
Even if the patient can be persuaded to go, the 
main function of the psychiatrist is usually to con- 
firm the presence of either an anxiety state or a 
hysterical reaction. The patients are generally not 
good candidates for psychotherapy, and the psy- 
chiatrists are generally understandably reluctant 
to treat them. 

In this regard, physical therapy often can do 
more than directly affect the injury to the muscles 
and ligaments of the back. Adequate physical ther- 
apy may provide an “out” for the patient’s psy- 
chological problems if it is started early enough 
and carried out properly. In our experience, it is 
well to encourage this effect by the general ap- 
proach to the patient. Such an approach consists of 
maintaining from the outset the attitude that the 
back disability is only temporary and of recom- 
mending early settlement of the case, as also was 
suggested by Fetterman * and Jones.’ It appears 
that one can safely recommend early financial set- 
tlement to the patient with provision for surgery if 
it be needed, since the passage of time does not 
greatly change the results of formal physical ther- 
apy in the majority of patients. 
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It might be advisable to stress that “early” settle- 
ment refers to prompt settlement after diagnosis 
and a fair trial of adequate treatment and not to 
settlement immediately after the injury. If an in- 
surance company attempts settlement immediately, 
the patient often develops a far greater psychologi- 
cal problem, since he has the feeling that the com- 
pany is trving to “put something over” on him and 
is not giving him a fair chance of recovery 

It was interesting to note that, throughout this 
study, the women expecting compensation for their 
injuries have shown the worst response to treat- 
ment, while receiving the greatest number of treat- 
ments. Apparently, many of them resent the fact 
that thev are required to hold a job, and there 
seems to be no motive for the women with com- 
pensable back injuries to return to work. On the 
other hand, the women with noncompensable back 
injuries show more improvement than the men, 
perhaps because there might be less undesirable 
pressure on them after recovery. In discussing the 
work of Haggart and Grannis, Aitken ‘* noted this 
same unfortunate trend in the women who were 
industrial workers and who underwent. interver- 
tebral disk surgerv. Among 36 women, only 4 ever 
returned to work. These patients are truly dis- 
couraging to work with, both as a group and as 
individuals 

The compensable back injurv is so Common and 
its economic implications are so far-reaching that 
there is a real need for further investigation. For 
the present, the following suggestions may be of 
value in handling these patients: The emplover 
should make every effort to provide prompt. ac- 
curate diagnosis and early adequate conservative 
treatment. The insurance company should main- 
tain a cooperative attitude towiud the patient's 
treatment program. Litigation should be avoided 
if at all possible, since the engaging of a lawver 
often seriously retards the patient's recovery. The 
physician should encourage an early settlement 
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Summary 


Among 509 patients with acute low back strain 
treated by conservative means, 54% were eligible 
for compensation and 46% were not. Patients who 
received compensation were referred for treatment 
longer after their injury than were patients who 
did not receive compensation. Eighty-eight per 
cent of the latter group improved with treatment, 
as compared to only 55.8% of the former, and pa- 
tients with compensation received a_ significantly 
greater number of treatments than did those with- 
out, although hospitalization was similar for both 
groups. There was a correlation between the dura- 
tion of svmptoms before treatment and lack of im- 
provement, and results of treatment at late follow- 
up were very nearly the same as those at discharge 


from physical therapy 
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of pulmonary tuberculosis, isoniazid, without any companion drug and despite 


declining susceptibility in successive sputum cultures, is about as effective as 
the old streptomycin-PAS combination. It is, to be sure, not demonstrably superior, 


and if isoniazid could be used only in this way, it might be considered to have added 


little except for its lower toxicity and its much greater practicability. When isoniazid 


is administered concurrently with either streptomycin or PAS, however, the results 


are appreciably better than with streptomycin and PAS. The administration of all 


three drugs simultaneously appears to add no further measurable benefit. A daily 


rather than a twice-weekly administration of streptomycin in conjunction with daily 


isoniazid appears to be the optimal regimen, This is universally recognized, at least 


tacitly, as it is the agreed-upon regimen for the most dangerous forms of tubercu 


losis, namely, the miliary and meningeal. In chronic pulmonary tuberculosis some 
prefer to use PAS with isoniazid in order not to risk the development of bacterial 
resistance to both of the two major drugs.—Editorial by C. Mushenheim, M.D.. 
Isoniazid After Five Years, A. M. A. Archives of Internal Medicine, May 1957. 
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ANTIBODY RESPONSE IN VOLUNTEERS TO ASIAN INFLUENZA VACCINE 


Maurice R. Hilleman, Ph.D., Capt. Frederick J. Flatley (M.C.), A. U. S. 
Sally A. Anderson, B.S., Mary L. Luecking, B.S. 


Doris J. Levinson, B.A., Washington, D. C. 


On May 22, 1957, this laboratory reported and 
later recorded ' the occurrence in the Far East of a 
new strain of type A influenza which was strikingly 
different antigenically from strains recovered in pre- 
vious years. Similar findings with viruses from the 
Far East were announced at about the same time 
by Drs. Isaacs and Andrewes in London and by Drs. 
Burnet and French in Melbourne. The marked shift 
in antigenic composition of the virus, the deficiency 
of antibody against it in the human population 
tested, and the rapid spread of the virus in the Far 
East with high attack rates indicated ' the potential 
importance of the new virus as a major health preb- 
lem to much of the world. Accordingly, strains of 
virus were furnished by this laboratory to the U. S. 
Public Health Service to send to the licensed vaccine 
manufacturers for purpose of vaccine production be- 
fore the more widespread occurrence of the disease, 
and experimental lots of commercially prepared 
Asian influenza vaccine were received in this labora- 
tory during June and July for study. These materials 
provided an unusual opportunity to measure the 
effectiveness of Asian influenza vaccine in stimulat- 
ing antibody and, also, to gather data on antibody 
response against an influenza virus in a population 
which was essentially virginal insofar as experience 
with the principal antigens of the virus was con- 
cerned. This paper summarizes the findings in 
studies to measure the antibody response against 
Asian influenza virus in persons given Asian in- 
fluenza or polyvalent vaccine in varying dosage at 
various time periods by the subcutaneous or intra- 
dermal routes. Additionally, data on the method- 
ology for assay of Asian influenza antibody in human 
serums are presented. 


Materials and Methods 


Vaccines.—Three lots of monovalent Asian in- 
fluenza vaccine prepared from strain A/Japan/305/ 
57 ' and one lot of old formula polyvalent influenza 
vaccine withort the Asian strain were used in the 
present study. Lots 1 and 2 of Asian vaccine (Pitman- 
Moore), containing 185 and 160 chick cell aggluti- 
nating (CCA) units of virus per milliliter, respec- 
tively, were prepared by the eluate method. Lot 
7-1225-103 of Asian vaccine (Lederle), containing 


From the Department of Respiratory Diseases, Walter Reed Army 
Institute of Research, 

Read in part at the Special Conference on Influenza, U.S. Depart- 
ment of Health, Education and Welfare, Aug. 27-28, 1957, Bethesda, 
Md. 


The antibody response against Asian in- 
fluenza virus was measured in 619 volunteer 
subjects who received Asian influenza vac- 
cine or polyvalent vaccine in varying dosage 
at various time periods by the subcutaneous 
or intradermal routes. Blood was taken from 
each subject before and after the vaccina- 
tion and was titrated for hemagglutination- 
inhibiting (HI) antibody. Pure egg-line Asian 
influenza virus strain A/Japan/305/57 in 
the fifth passage in eggs was used in these 
tests. When this strain of virus was used it 
was unnecessary to treat the serum with 
receptor-destroying enzyme or with potas- 
sium periodate. The vaccination was fol- 
lowed by marked rise in HI titer even when 
as little as 62.5 CCA units of virus were 
given. Some benefit from the second dose 
of vaccine was also demonstrated. Persons 
who received 200 CCA units developed as 
much antibody as did persons with proved 
cases of the disease. Reactions to the vac- 
cine occurred in 18 subjects but were gener- 
ally mild and inconsequential. 


1,070 CCA units per milliliter, was purified by the 
Shraples technique, as was polyvalent lot 4397 ( Na- 
tional Drug Company ), which contained 200 CCA 
units each of A/Swine/1976/30, A/PRS8/34, A’ 
PR301/54, B/Lee/40, and B/Great Lakes/1739/54. 

Test Population—The population under study 
consisted of 619 adult military or civilian personnel 
of Walter Reed Army Medical Center and of Fort 
Belvoir, Va. These persons were vaccinated during 
the period of July through September, 1957, and 
were finally bled not later than Oct. 4. This period 
was prior to widespread epidemic occurrence of 
Asian influenza in the United States and to the oc- 
currence of any unusual prevalence of respiratory 
illness in this area. All persons were bled prior to 
and after vaccination, and the serums were stored 
frozen at —20 C until tested, up to four months later. 
The volunteers were interviewed for history of al- 
lergy to eggs, chickens, or chicken feathers, and 
those with a history of sensitivity were excluded 
from the study. 
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Laboratory Methods.—Titrations for hemagglu- 
tination-inhibiting (HI) antibody were performed 
by the standard test of reference technique * with 
use of human “O” red blood cells. Pure egg-line 
Asian influenza virus strain A/Japan/305/57 '” in the 
fifth passage in eggs was used routinely in the tests 
to measure Asian influenza antibody. The A/Swine 

1976/30, A/PRS8/34, A’/Hawaii/303/56, and B/IB1 

50 strains of virus used to test for heterotypical 
antibody response to Asian influenza vaccine were 
standard stock viruses carried in our laboratory 

Special tests with the animal-passage inhibitor-sensi- 
tive A/Japan/305/57 virus supplied by Dr. K. Jen- 
sen * were also carried out with use of virus passed 
in eggs one time in this laboratory after receipt 
egg-passed, 4: ferret. 1: mouse. 3; and egg, 2). The 
cholera filtrate treatment of certain of the serums to 
remove nonspecific inhibitor was carried out by the 
method routinely used in our laboratory.’ Treatment 
of the serum with potassium periodate to remove in- 
hibitor was according to the method of Jensen.’ Both 
cholera filtrate and periodate treatments were found 
to be excessively destructive of the low-titer Asian 
influenza antibody. Unless stated otherwise, serums 
tested for Asian A/Japan/305/57 antibody were not 
treated. Serums tested for antibody against other 
strains were treated with cholera filtrate. In the 
tests, all serum titers are expressed in terms of 
initial dilution. For comparison of these results with 
tests in which other workers present the final dilu- 
tion, it will be necessary to divide the latter titers 


by 4. 
Results—Methods for Assay of Antibody 


It is well known * that human and animal serums 
contain nonspecific mucoprotein inhibitors which 
prevent hemagglutination and give false-positive 


Taste 1l.—Influence of Test Virus and of Serum Treatment 
m Assay of Asian Influenza Antibody in Human Serums 
HI Antibody Titer Obtained with A/Japan/305/57 Virus? 


Ege I t-M se | 
ih il Ur at it 
‘ 
\cute 
Convalescent 
\cute 
Vaccination, Cases 
3 Prevac 
ecination 
Postv ac 
cination 
4 Prevae 
cination 0 0 0 
Postvac 
cination Ww 
*Numbers are reciprocals of serum titers. O equals titer 1 
the lowest serum dilution tested 


results in the HI test. These substances may be re- 
moved from the serum by treating with the receptor- 
destroying enzyme in filtrates of Vibrio cholerae 
or with potassium periodate,* a substance which 
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oxidizes polysaccharides. Such treatment is useful 
where inhibitor-sensitive strains must be employed 
in the tests. However, the treatment is destructive 
of antibody in most serums irrespective of titer, and 
this effect is especially marked in serums of initially 
low antibody titer. 


laste 2.—Titration of Asian Influenza Vaccine in Human 
Volunteers with Results Expressed as Geometric Mean HI 
liter against Homologous Virus® 


Mean HI Tit 
CCA I 
Pre 
t Dose nd Dose accinatior Ist Dose md Dose 
‘ 
37 
q S44 
4 82 
3.9 ~ a7 
8 
19 
y 
13 
0.9 
11.7 


The egg-line Asian A/Japan/305/57 virus has 
shown evidence of being in Q phase,’” giving rela- 
tively low antibody titers in HI tests and being 
relatively insensitive to nonspecific inhibitor. Jen- 
sen * has recommended use of the egg-mouse-ferret 
passage of A/Japan/305/57 virus, which he reports 
as giving higher antibody titers than egg-line virus, 
while noting that the serums must be treated to re- 
move the nonspecific inhibitors which are highly 
active against this strain, 

Comparative titrations for Asian influenza anti- 
body in treated and untreated serum pairs from 
patients with Asian influenza or from vaccinated 
volunteers were carried out using the egg line and 
egg-ferret-mouse line of A/Japan/305/57 virus. Rep- 
resentative findings in four cases, presented in table 
1, show that significant increases in titer (fourfold 
or greater) were obtained in all persons when the 
untreated serums were tested with egg-line virus 
\fter treatment with cholera filtrate or periodate, 
the titer of antibody in the second specimen was 
reduced and, in certain instances (cases 1 and 3 
this was below the detectable level. Thus, the sig- 
nificant titer rises detected with untreated serums 
were allaved by treatment in two of the four cases 

1 and 3). Untreated serums tested with Jensen’s 
egg-ferret-mouse line of virus revealed the exquisite 
nonspecific inhibitor sensitivity of this strain which 
resulted in the obscuring of the true antibody titers. 
\fter treatment with cholera filtrate or periodate, 
the antibody levels became apparent. The titers 
were in the same range of magnitude as when the 
untreated serums were tested with egg-line virus. 


* Numbers are reciprocals of mean titers. Titers in serums before 
ecinat irwely ot entirely fue te nspecific nhibit« 
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However, inhibitor destruction was incomplete, and 
residual inhibitor was detected in the first specimen 
from two of the cases (2 and 3). Thus, there was no 
apparent advantage, under the conditions of the test 
and of the technique employed, in use of the egg- 
ferret-mouse line of virus which required serum 
treatment. Therefore, the egg-line virus without 
treatment of serum was routinely employed. 


1 | 
} 
in 


Graphic presentation of findings in titration of Asian in- 
fluenza vaccine in volunteers. 


The egg-line A/Japan/305/57 virus has proved, 
for us, remarkably insensitive to nonspecific inhibi- 
tor, as measured by assay of serums collected prior 
to vaccination and to epidemic occurrence of Asian 
influenza in the United States. Thus, of the 619 pre- 
vaccination serums tested in this study, 357 (58% ) 
showed a titer less than 1:5; 173 (28%), 1:5; 81 (13%), 
1:10; and 8 (1%), 1:20. 


TaBLe 3.—Titration of Asian Influenza Vaccine in Human 
Volunteers with Findings Expressed According to Increase 
in HI Antibody 


Increase in HI Antibody Following Doses 
Ist Dose 2nd Dose 
2-Fold or 4-Foldor 2-Foldor 4-Fold or 
CCA Uniis* Greater Greater Greater Greate! 
Ist Dose 2nd Dose No. 


1,000 1,000 Is 


No 


1,000 500 22 92 19 
1,000 2) y § 15 
70 23 17 
§ 19 
70 25 2 19 


* Given by subeutaneous route 


Results—Antibody Response 


Titration of Asian Influenza Vaccine in Volun- 
teers.—Groups of 20 to 25 volunteers were vaccinated 
subcutaneously on two occasions three weeks apart 
with graded doses of Sharples-purified Asian influ- 
enza vaccine according to the schedule presented in 
table 2. The geometric mean titers before vaccination 
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were low, as expected, for this “virginal” population 
and were due largely, if not entirely, to nonspecific 
inhibitor in the serums. There was a marked increase 
in the mean postvaccination HI titer for all doses of 
vaccine, even when as little as 62.5 CCA units of 
virus were given. It is also seen in table 2 and in the 
figure that the mean antibody titer following the first 
dose was roughly proportional to the CCA units of 
virus administered. 

There was some benefit from the second dose of 
vaccine. The mean titer was increased, on the aver- 
age, about one and one-half times, and the smaller 
of the second doses, in each group, appeared to pro- 
vide about as much antibody stimulation as the 
larger. The antibody level achieved after a single 
injection of a given amount of virus was roughly 
comparable to that obtained when the same quantity 
of virus was given in two divided doses three weeks 
apart. For instance, a single dose of 1,000-CCA-unit 
vaccine gave a mean titer of 28.4, and in two 500- 


TaBLeE 4.—Homologous and Heterologous Antibody Re- 
sponse in Human Volunteers After Asian Infiuenza 
Vaccination, with Findings Expressed as 
Geometric Mean Titer® 


Test Vir 
\ Japan 


\ Swine 
A/PR®& 34 
A’ Hawai 
BIBL 
Japan 30 
23 volunteers) 
\ Swine 
A 34 
Hawai 
BIBI 13.1 
* Numbers are reciprocals of mean 
+ Serum aliquots tested tor Asian (A Japan 7) 
not treated. Aliquots tested tor antibody ayvainst other 
treated with cholera filtrate to remove nonspecific inhit 


in titers 


unit divided doses the level achieved was 37.5. 
Similarly, for 500-unit vaccine, the value was 20.8 
compared with 19.9; tor 250-unit vaccine, 12.5 com- 
pared with 10.1; and for 125-unit vaccine, 6.2 com- 
pared with 11.7. 

Although the height of antibody response to vac- 
cination varied markedly with dosage, conversion 
from the negative to the positive antibody status, as 
evidenced by a twofold or greater increase in titer, 
occurred in most persons given a single dose of 250 
CCA units or more of Asian virus. Thus, as shown 
in table 3, from 82 to 96% of persons given this 
amount of virus developed antibody. Following a 
second dose of vaccine, at least 95% of the persons 
were converted to positive status. Vaccine in 125 or 
62.5 CCA units generally gave a lesser rate of con- 
version. The effect of dosage on titer increase, as 
for mean titer, was reflected in the percentage of 
persons who developed a fourfold or greater titer 


pe Pes c E CCA UNITS OF ASIAN INFLUENZA VACCINE GIVEN 
} TITER AFTER FIRST [ 
After iter 
Ist Dose nd Dose 
Meat Meut 
Prev ac Fold Fold 
CCA Units ust cination Mean Rise Mean Rise 
(24 volunteers 
7 
24 
174 
tibody were 
Volun 
teers 
23 65 23 10) 18 78 
23 29 6% 21 
23 83 29 29 
Doo 18 13 65 19 9 17 
24 500 250 23 13 4 2% 100 19 79 
250 2h) 19 13 59 21 18 
22 250 125 8 0 4 2 1100 
125 125 is 78 0 48 18 78 
23 62.5 62.5 19 83 9 39 91 12 52 
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rise. Viéwed from this perspective, as from mean 
titer, there was a decided advantage in giving vac- 
cine abdve the 125-CCA-unit potency. 

Homdlogous and Heterologous Antibody Re- 
sponse th Volunteers to Asian Influenza Vaccine 
The early study of Asian influenza strains 
that persons with Asian influenza infection occa- 


showed 


sionally developed an increased amount of antibody 
against prototype A viruses of prior “vintage.” This 
indicated the existence, in Asian influenza virus, of 
antigens in common with earlier type A strains. The 
extent of this relationship was measured, in the 
present study, by tests for heterologous antibody re- 
sponse in volunteers after vaccination with Asian 
influenza vaccine in large (1,000 CCA) or small 
62.5 CCA) unit dosage. Tables 4 and 5 summarize 
the findings in terms of mean titer rise or of per- 
centage of persons responding to homologous and 
heterologous virus. There was a small but definite 
increase in antibody against the A/Swine and A’ 


Taste 5.—Homologous and Heterologous Antibody Re 
sponse in Volunteers to Tu Doses of Asian Influenza 
Vaccine u ith Findings I ypressed Ace 
to Increase in HI Titer 


Hawaii strains following vaccination. The extent 
was about the same for the 1,000 and 62.5 CCA-unit 
dosages. The lack of difference in response to the 
two dosages suggested that the rise was accom- 
plished largely on a recall basis rather than from 
primary stimulation. The small antibody response to 
the type A/PRS strain was no greater than that to 
influenza type B, and these rises may be due more 
to chance variation in the tests than to heterotypi- 
cal crossing. 

Comparison of Polyvalent with Monovalent Asian 
Influenza Vaccine on Antibody Response Against 
Asian Virus.—Early in the discussions of Asian in- 
fluenza vaccination, the question was raised of the 
possible efficacy of old-formula polyvalent types A, 
A’, and B vaccine in inducing antibody and/or pro- 
tection against Asian influenza virus or of a re- 
inforcement of the antibody response against Asian 
virus through incorporation of the heterologous 
strains in the vaccine. This was measured, in the 
present study, in volunteers given Asian or polyval- 
ent vaccine alone or in combination. The findings 
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summarized in table 6 revealed that there was no 
effect, either beneficial or adverse, in the administra- 
tion in the same dose of Asian vaccine of 1,000 units 
of old-formula vaccine, compared with the response 
to Asian vaccine alone. Further, the administration of 


Paste 6.—Comparison of Polyvalent with Monovalent Asian 
Influenza Vaccine According to Mean HI Antibody Re 

onse Against Asian A/Japan/305/57 Virus After 
Vaccination in Seventeen to Twenty-twe 


Volunteers 


} 


polyvalent vaccine in the second dose did not in- 
crease the antibody response evoked by the initial 
injection of Asian vaccine alone 

Comparison of Subcutaneous with Intradermal 
Routes of Administration of Asian Influenza Vac- 
cine.—Studies carried out initially by Van Gelder 
and co-workers * and later by others" have shown 
generally that the antibody response following in- 
jection intradermally of one-tenth the subcutaneous 
dose of influenza vaccine induced as good an anti- 
body response as did the full amount given sub- 
cutaneously Such response Was measured with 


vaccines containing virus strains with which the 


Taste 7.—Comparison of Subcutaneous with Intradermal 
Route of Injection of Asian Influenza Vaccine on 
Mean Antibody Response After Vaccination 


population had prior experience. The present study 
conducted with Asian influenza vaccine of 160 to 
500 CCA-unit level in an essentially “virginal” pop- 
ulation agréed with the earlier findings in expe- 
rienced groups. It is seen in tables 7 and 8 that the 
mean antibody titer following vaccination and the 
percentage of persons showing twofold, fourfold, 
or greater postvaccination increase in antibody 
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after intradermal injection of one-tenth or one- 
eighth the subcutaneous dose was about the same 
as obtained when the full amount (1 ml.) was given 
subcutaneously. 

Antibody Response to Multiple Injections of 
Asian Influenza Vaccine.—Volunteers were given 
two injections subcutaneously two weeks apart of 
185 or 160 CCA units of Asian vaccine followed by 
an additional dose six weeks after the second. 
Tables 9 and 10 show that the antibody response 
to Asian virus was increased by the second and the 
third dose above that achieved initially by the single 
injection alone. The response to the third dose, 
given six weeks after the second, was not sufh- 
ciently great to suggest an anamnestic or booster 
effect. There was a small but measurable decline 
in antibody during the six-week period after the 
second dose of vaccine. 

Vaccine Reactions.—Reactions to vaccination were 
minimal and inconsequential. Among 91 persons 
who received 1,000 CCA units of Asian vaccine 
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Comment 


The technique employed for assay of influenza 
antibody, whether for vaccine assay or for diagnos- 
tic purpose, should be simple and should provide 
definitive quantification of antibody without serum 
treatment procedures which are destructive of anti- 
body. These criteria were met in the present study 
by use of egg-line A/Japan/305/57 virus, which 
was remarkably unaffected by inhibitor and which 
was kept in low egg-passage (five or less ) to main- 
tain this desirable property. Only one other Asian 
influenza strain, A/Formosa/313/57, '” recovered in 
the initial study,' exhibited such nonsensitivity to 
inhibitor. 

Definitive information is presently lacking rela- 
tive to what exact level of HI antibody is protective 
against Asian influenza. However, examination of 
convalescent serums from 171 serologically proved 
cases of Asian influenza revealed a geometric mean 
titer of 1:14.3, and it is reasonable to assume, there- 


TaBLeE 8.—Comparison of Subcutaneous with Intradermal Route of Injection of Asian Influenza Vaccine on HI Antibody Titer 
Increase Against Homologous Virus 


CCA 
Units 


No. of 


Vohinteers Vuaevine Route Dose 


Subcutaneou Is} 
Intradermal 
Subcutaneou 
Intradermal 
Lot no Subcutaneou 
Intradermal 
Subecutaneou 
Intradermal 


Lot no. 1" 


Lot no, 7-1225-103t 


Persons Showing Increase in HI Antibody 
After Ist Dose After 2nd Dose 


»-Fold o1 t-Fold or or $-Fold or 


Greater Greater (rreater (rreuter 


No 


Pitmman-Moore, + Lederle 


subcutaneously, only 18 (20%) showed mild _re- 
actions; these were characterized by local soreness 
of several days’ duration at the injection site, tem- 
perature up to 102 F (38.8 C) for three or four 
hours, and mild malaise for a similar period, begin- 
ning tour to eight hours after the vaccination. The 
750-unit vaccine gave fewer reactions (14%), and 
only 5% of persons who received 500, 250, or 125 
units of vaccine developed a noticeable reaction. 
A half-day loss from duty was recorded for one 
person who received a 1,000-unit vaccine. All per- 
sons given vaccine intradermally developed erythe- 
ma at the injection site, usually no greater than 4 
cm. in diameter. A few persons showed induration 
4 cm. or greater in diameter in addition to erythe- 
ma. These individuals were not vaccinated further 
and were excluded from the study. The reactions 
usually developed on the second to fourth day after 
injection and subsided in a day or two. There was 
no anaphylactic reaction among any of the volun- 
teers, but two individuals did develop a mild gen- 
eralized urticarial reaction which began two or 
three days after vaccination. 


fore, that this general level of antibody should be 
protective. In the present study, vaccine in the ap- 
proximate 200-CCA-unit level usually induced at 
least this amount of antibody after a single sub- 
cutaneous injection. It is not surprising, therefore, 
that the standard 200-CCA-unit vaccine, accord- 
ing to present findings, was highly effective in pre- 
venting Asian influenza in the pandemic.’ The use 
either of greater than 200 units of virus in the initial 
vaccine dose or of one or two added injections of 
vaccine consistently elevated the antibody titers. 
This suggested a margin of benefit providing im- 
munity of probably longer duration in a greater 
proportion of individuals than achieved by the 
single 200-unit dose alone. There was no evidence 
of the anamnestic or recall reaction in volunteers 
when the vaccine doses were administered from 
two to four weeks apart. It is probable that a far 
greater time period between injections will be re- 
quired to achieve this effect. 

The lack of significant benefit of old-formula 
polyvalent (A, A’, and B) influenza vaccine either 
in inducing antibody against Asian virus or in en- 
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hancing the antibody response to Asian vaccine is 
not surprising in view of the novel antigenic com- 
position * of the Asian influenza strain. The stimu- 
lation, on the other hand, of a slight but detectable 
amount of antibody against swine or A’ virus by 
Asian influenza vaccine, supports the concept pre- 
sented earlier that the Asian virus does not con- 
sist entirely of antigens created de novo with no 
relationship to viruses of the past. Instead, it ap- 
pears that the principal hemagglutinating antigens 
of the Asian virus are strikingly different from the 
principal antigens of A or A’ strains. Found in com- 
mon are minor hemagglutinating components and 
the group-specific “soluble” complement-fixing 
antigen. 

The failure of the old-formula vaccine to induce 
significant antibody against Asian virus suggests 
strongly that the former material should be without 
significant effect in preventing Asian influenza, even 
though such has not been indicated in the pre- 
liminary findings in trials carried out at Great 
Lakes, Hl.’ Final judgment in this important aspect 
of the influenza immunization problem must await 
the definitive data with critical appraisal 

The present findings in tests of the 0.1-ml. dose 
given intradermally have shown an effect essential- 
ly equal to that obtained with the full l-ml. sub- 
cutaneous dose, in terms both of mean antibody 
titer and of the rate of conversion of individuals 
from the negative to the positive antibody status. 
The former method presents considerable advan- 
tage in conserving vaccine during the period of 
critical need and in reducing the cost for vaccina- 
tion. However, because of the uncertainty of actual 
infiltration into the skin in mass immunization pro- 
grams and because there are no data from field 
evaluations to prove the efficacy of vaccine ad- 
ministered dermally in preventing illness, the 1-ml. 
amount given subcutaneously is preferred for rou- 


TABLE 9.—Mean Antibody Response to Multiple Injections 
of Asian Influenza Vaccine 


Mean HI Titer* 


Lot No. It Lot No 
Week (24 Volunteers 1 Volunteer 


Prey accination 

After Dose 1 

\fter Dose 

Betore Dose 3 

“Numbers are reciprocals of mean HI titers 


+ Pitman-Moore;: 185 CCA units of vaccine were used 
; Pitman-Moore; 160 CCA units of vaecine were used 


tine purpose. Evaluation of the 0.1-ml. dermal dose 
under field conditions seems highly desirable in the 
not distant future to provide for handling of the 
next pandemic in which the same critical shortage 
of vaccine is likely to exist but which may not pre- 
sent the same benign features of the present dis- 


ease. 
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Summary 


Studies were conducted to measure the antibody 
response against Asian influenza virus in 619 vol- 
unteers given monovalent Asian influenza vaccine 
alone or combined with old-formula polyvalent 


TaBLE 10.—Homologous Antibody Response to Multiple 
Injections of Asian Influenza Vaccine with Results Expressed 
According to Cumulative Increase in H1 Tite) 


= SI 


(A, A’, and B) vaccine, according to chick cell ag- 
glutinating (CCA) units given. number of doses. 
time-period between injections, and route of vac- 
cine administration. There was some advantage in 
administering one or two additional injections over 
a single dose in terms of increased mean antibody 
level. The level of antibody achieved after a single 
dose of vaccine, however, was roughly the same as 
when given in two divided doses three weeks apart. 
Although the height of the antibody response varied 
according to dosage, most persons who received 
vaccine in the 62.5 or greater CCA-unit range 
showed a detectable response. Persons who received 
vaccine in the approximate 200-CCA-unit level de- 
veloped as much antibody as did persons with 
proved cases of the disease. Asian vaccine admin- 
istered in a 1,000 or 62.5 CCA-unit amount induced 
a small but measurable antibody response against 
type A/Swine/30 and type A’/Hawaii/303/56_ vi- 
ruses, indicating the existence of common antigens 
between the Asian, A, and A’ agents. However, the 
old-formula A, A’, and B vaccine neither induced 
detectable antibody to Asian virus nor enhanced 
the Asian antibody response when added to the 
Asian vaccine. Asian vaccine given in a 0.1-ml. 
amount intracutaneously induced essentially the 
same antibody response in volunteers as the full 
1 ml. dose given subcutaneously. Reactions to the 
vaccine were minimal and usually inconsequential, 
even when 1,000 CCA units were given. Definitive 
assay of Asian antibody in serums of the volunteers 
was accomplished in the tests without necessity for 
serum treatment by use of the relatively noninhib- 
itor-sensitive egg line of A/Japan/305/57 virus. 

Major S. Vivona, M.C., U. S. Army, made the statistical 
computations 
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Lots 1 and 2 of Asian vaccine were furnished by Dr. 
Samuel Bozeman of Pitman-Moore Company, Indianapolis; 
lot 7-1225-103 was supplied by Dr. I. S$. Danielson of 
Lederle Laboratories Division, American Cyanamid Com- 
pany, Pearl River, N. Y.; and lot 4397 was supplied by 
Dr. A. E. Bolyn of the National Drug Company, Phila- 
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REVIEW OF INTERNATIONAL 


SPREAD OF NEW ASIAN STRAIN 


Frederick L. Dunn, M.D., Atlanta. Ga. 


“The special characteristics of influenza pandem- 
ics are their wide and rapid extension, their high 
attack rates, and their great effects upon general 
mortality rates.” In this wav Wade Hampton Frost 
defined pandemic influenza.’ In all respects the 
new A/Asian strains of influenza virus have ful- 
filled these requirements to produce the second 
influenza pandemic of this century and _ the first 
since the development of the science of virology. 
Attack rates have been high in many parts of the 
world, and mortality rates have been affected 
strikingly, although they do not approach those of 
the 1918-1919 pandemic. In little more than six 
months after the disease jumped from the mainland 
of China to Hong Kong, Asian strain influenza 
spread to virtually every country and corner of the 
world. It is apparent, furthermore, that the virus 
was disseminated in many of these countries even 
more rapidly—perhaps in a period of only three or 
four months, although conditions were not always 
ideal for the immediate occurrence of epidemic 
disease. 

This review of the international spread of Asian 
strain influenza was compiled from information re- 
ceived by the Influenza Surveillance Unit of the 
Communicable Disease Center, U. S. Public Health 

Epidemic Intelligence Service Officer, Assistant Chief, Influenza 
Surveillance Unit, Epidemiology Branch, Communicable Disease Center, 


Public Health Service, United States Department of Health, Education, 
and Welfare. 


The principal events of the pandemic of 
Asian strain influenza can be discussed and 
studied in chronological form, although it is 
unlikely that the point of origin will ever be 
precisely located. The disease was first re- 
ported in late February, 1957, in China. From 
established foci in countries along the eastern 
fringe of Asia the disease spread to many 
new areas in May. North America, northern 
South America, and Europe experienced 
widespread Asian strain influenza epidemics 
before the month of September was over. 

It would seem that the most important 
timing factor for epidemic occurrence in the 
equatorial regions was the presence or ab- 
sence of the virus in sporadic cases. In 
regions where seasons are well marked the 
situation was much more complex. In the 
regions far from the equator, greater crowd- 
ing and more opportunities for close contact 
are more likely to exist in fall and winter. 
The apparent shortening of time necessary 
for world-wide spread in the most recent 
pandemic reflects the speed and extent of 
modern travel. 
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Service.” Much of the information is preliminary 
and, in certain cases, fragmentary in nature. Many 
months and perhaps several years will elapse be- 
fore a complete and detailed international history 
of the pandemic can be written. The discussion of 
the principal events of the pandemic follows, in 
general, a chronological form. 


February and March—Beginning of a Pandemic 


It is unlikely that the point of origin of the new 
strain of type A influenza will ever be precisely 
located. It is evident, however, that the first out- 
breaks of the pandemic occurred in China.’ The 
disease was reported in late February in Kweichow 
province, near Kweivang. In early March Yunan 
province was affected, and, by the middle of the 
month, epidemic influenza was occurring in many 
parts of China. Asian strain viruses were isolated 
in Peking, Chang Chia-Kow, Lo-Yang, and Chang- 
chun. An isolate obtained from Dr. Tang Fei-Fan 
was examined at the WHO world influenza center 
later in the vear and identified as a typical Asian 
strain. 


April 


In early April epidernic influenza appeared in 
Hong Kong, and soon thereafter new epidemics 
were reported in Taiwan, Borneo, and Singapore. 
By the end of the month the new strain had been 
introduced into Japan. Laboratory characterization 
of virus isolates obtained from several of these 
early epidemics resulted in a world-wide alert for 
a possible pandemic. 

Hong Kong.—The first patients with Asian strain 
influenza to arrive in Hong Kong were probably 
refugees from Communist China. The disease, 
which was epidemic by the week ending April 12, 
was noted to be mild, characterized chiefly by 
fever, headache, myalgia, malaise, and sore throat 
The mortality was very low; the over-all attack 
rate was about 20%. The new strain was isolated 
from a number of patients before the epidemic 
subsided in mid-May. 

Singapore.—In mid-April influenza appeared in 
Singapore, introduced probably by ships. Clinically 
the disease was similar to that in Hong Kong, and 
the mortality rate apparently was low. Prof. J. H. 
Hale is quoted in the World Health Organization 
Influenza Report, July 3: “We can only trace about 
24 deaths in Singapore attributable to flu. These 
were in young children and were the result of 
complications such as bronchopneumonia. Two 
cases showed interstitial pneumonia and we were 
able to isolate the virus from the lungs. One sig- 
nificant fact worth mentioning is that the over-all 
reports of deaths in the city (from any cause) were 
much higher during the epidemic than at any other 
time.” 

Professor Hale described the Singapore Naval 


Base outbreak at an informal influenza meeting at 
the Fourth International Poliomyelitis Conference. 
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The following information is from his report: The 
outbreak lasted 38 days in May and early June, 
with more than half the cases occurring between 
May 9 and 18. At the Singapore Naval Base, 3,383 
of 18.391 persons became ill (attack rate 18.4%); 
3,296 of the 17,145 Asians and 87 of the 1,346 
Europeans became ill (attack rates 19.2% and 7.0% 
respectively). 

Two hundred ninety-eight patients, all Asians. 
were hospitalized. There were 41 patients with 
complications among them, including 15. with 
pneumonia and 16 with bronchitis. Most of the 
hospital admissions were in the younger and older 
age groups, with relatively few voung adults 

Taiwan.—Influenza moved to Taiwan, probably 
by both ship and air from Hong Kong, in late April 
The epidemic, which lasted until mid-June, attacked 
an estimated 1,900,000 people of a total population 
of about 8 million. There was no marked increase in 
general mortality on the island. As in Hong Kong 
and Singapore, the Asian strain virus was isolated 
soon after it appeared on the island 

Borneo.—The next appearance, chronologically, 
of the new virus was in Borneo where the first 
cases appeared in the last week of April. A minor 
epidemic carried on into May, but details of its 
course are lacking 

Japan.—On April 25 a vessel from Hong Kong 
docked at Yokosuka, Japan, with a number of pa- 
tients with febrile respiratory illness aboard, from 
whom the Asian strain virus was isolated. This first 
appearance of the disease in Japan did not, how- 
ever, result in immediate spread to the general 
population nor did the occurrence of several cases 
at a U. S. Air Force base in early May. By late 
May, however, dissemination of the virus was ex- 
tensive, for on June | the disease was reported to 
be “all over the country.” On that date schools 
were closed because of epidemic influenza in 18 
prefectures, of which 15 were on the main island. 
The epidemic appeared to affect children primarily; 
the disease was mild; and the mortality was very 
low. No data on excess mortality are available at 
this writing (December, 1957). The new strain 
was isolated from patients during May and June. 
The epidemic peak occurred in mid-June, and by 
mid-July the disease had virtually disappeared 


May 


From established foci in countries along the 
eastern fringe of Asia and from major shipping 
centers, particularly Hong Kong and Singapore, 
the disease spread with facility to many new areas 
including Malaya, Cambodia, the Philippines, 
Guam, Okinawa, India, and Indonesia. In addition, 
minor outbreaks were reported in Australia and on 
several steamships en route to San Francisco. Op- 
portunities for transmission of the disease to new 
countries by aircraft and ship passengers and crew- 
men were innumerable, and many such transmis- 
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sions undoubtedly went undetected. Quarantining 
was of little avail in preventing the spread of the 
disease. 

Malaya.—Because of the proximity of Singapore 
and Malaya, it is not surprising that influenza ap- 
peared in Malaya soon after the Singapore epi- 
demic. The disease appears to have moved on land 
and by coastal vessels from south to north up the 
Malay peninsula. On May 8 the first evidence of an 
epidemic was noted in Johore, and by May 12 the 
first cases were appearing in the northernmost 
states. In general, it was noted that the poor were 
attacked before the more well-to-do and the urban 
dwellers before the rural people. Attack rates were 
higher among Asians than non-Asians. Capt. R. E. 
Shope, of the Walter Reed Army Institute of Re- 
search, reported that the attack rate approached 
100% among Asian employees at the Kuala Lumpur 
Army Medical Research Unit, while the rate was 
much lower among the non-Asian personnel. The 
epidemic was reported to be at an end in the last 
week of July. The Asian strain was isolated in 
Malaya; the clinical picture was essentially the 
same as in other areas affected. 

Philippines.—It is likely that contact with Hong 
Kong resulted in the introduction of the disease 
into the Philippines. A few cases were noted in the 
first week of May, but the epidemic onset occurred 
about May 18. For the peak epidemic week in 
Manila, that ending May 25, the excess mortality 
over that of the comparable 1956 week was 498 
(that is, 693 deaths from all causes compared to 
195 in 1956).° It was noted that for all ages the 
combined total mortality was 2.4 times what would 
have been expected, based on the May, 1956, ex- 
perience. The greatest difference in mortality oc- 
curred in the 5-to-9-year age group, but every age 
group showed a substantial increase. The end of 
the Manila epidemic occurred in mid-June, but 
epidemic influenza continued in other parts of the 
country until late July. 

Sarawak and North Borneo.—Influenza-like illness 
became epidemic in Sarawak and North Borneo in 
mid-May. The disease may have spread to them 
from the earlier epidemic in Borneo. By late July 
Sarawak was epidemic-free, and North Borneo re- 
ported marked decline. Mortality in both countries 
was very low. 

Australia.—While substantial epidemics were ap- 
pearing to the north, Australia experienced a series 
of local outbreaks. In early May, a sharp outbreak 
occurred in Victoria secondary to cases among 
passengers arriving by air from Europe via Singa- 
pore. Some 200 cases were reported, but the out- 
break did not spread. The Asian strain virus was 
isolated. At Cairns, about the same time, a small 
outbreak occurred secondary to cases off a ship 
from Singapore. Again the Asian strain was isolated. 
In mid-May, under similar circumstances, cases 
appeared at Darwin. Australia reported few cases 
during June, but, on July 18, an outbreak was re- 
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ported in New South Wales. During July a number 
of other areas experienced sporadic or local out- 
break influenza, but marked spread did not occur 
until August, when many states (and Tasmania) 
were heavily affected. High industrial absenteeism 
was noted in some areas. By early September every 
state had been significantly involved, and the dis- 
ease was everywhere on the decline. 

Guam.—In the first week of May in Guam a num- 
ber of influenza cases were noted in recent arrivals 
from the Philippines. By the third week an epi- 
demic was in progress. At this time a ship trans- 
porting laborers from the Philippines brought more 
than 300 additional cases to Guam. This ship was 
accused originally of introducing the virus to the 
island. During June the epidemic continued, the 
disease attacking about 4,000 civilians and 1,000 
military personnel. The two-month epidemic was 
reported to be waning only in the second week of 
July. The over-all attack rates were at least 14% 
among civilians and 4% among military personnel. 
Several deaths due to pneumonia were recorded. 

Cambodia.—Asian strain influenza returned to the 
mainland (excluding the Malay peninsula) about 
May 20, when it appeared in Cambodia. A sharp 
epidemic ended about July 1. 

India.—On May 17 a ship from Singapore arrived 
in India with 44 patients with active cases aboard 
to launch the westward movement of the disease. 
Madras, on the east coast, was stricken first. On 
May 1 Bombay, on the west coast, reported its 
first cases (some 500), presumably also secondary 
to ship or aircraft transmission from Singapore. 
Calcutta did not report cases until June 2 but five 
days later noted 1,270 cases with 36 apparently 
associated deaths. Influenza was epidemic in New 
Delhi by mid-June, and soon thereafter the entire 
country was involved. Millions of cases had been 
reported by late July. Mortality rates apparently 
did not remain at the high level of the early Cal- 
cutta report. In late July influenza was still wide- 
spread in India and spreading in some provinces. 
The epidemic had ended or sharply declined in all 
states except Himachal Pradesh by the final week 
of September. 

Indonesia.—Within a few days of the onset of 
influenza in India, Sumatra and Java also became 
involved. During the first half of June influenza 
was epidemic in Djakarta and by the third week 
throughout the main and outlying islands. By the 
latter part of June there were reported 6 million 
cases in Indonesia with an estimated population of 
78,000,000. In late July influenza was declining 
throughout the country, but all areas were not 
epidemic-free until the end of August. 


June 


During June more than 20 countries in various 
areas of the world were affected for the first time. 
Early in the month Vietnam, Laos, Thailand, 
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Burma, West Pakistan, and Bahrein reported onsets 
of influenza epidemics. Several confirmed cases of 
Asian strain infection reached the Netherlands 
from Indonesia by ship and aircraft at about this 
time. During mid-June East Pakistan and Korea 
noted epidemic onsets, and outbreaks of influenza- 
like illness were reported in Czechoslovakia 
Several ships bound for England, Hawaii, and the 
United States experienced outbreaks which had 
not entirely subsided by the time of arrival in thes« 
countries. Later in June, frequent new introduc 
tions and localized outbreaks were reported from 
the United States and Alaska. An outbreak in 
Romania at this time was later confirmed as having 
been caused by the Asian. strain. Cevlon and 
Netherlands New Guinea noted onsets of epidemics 
at the end of the month. The most important event 
of the month was the well-defined westward spread 
of epidemics across the Middle East, from West 
Pakistan to the Red Sea. During the last third ot 
June, Tran, Iraq, Saudi Arabia, Kuwait, Yemen, and 
Aden were affected, roughly in that order. At the 
end of the month the disease jumped the Red Sea 
to Eritrea and on to Mozambique on the east coast 
of Africa. Moslem pilgrims bound for Mecca are 
known to have plaved a role in the westward 
spread of the epidemics 

In the remainder of this review, detailed discus- 
sions will be presented for only a few of the coun- 
tries reporting new epidemics each month 

Thailand.—Influenza was verv active in Thailand 
during June and early July. The onset of the disease 
in Bangkok occurred about the first of June. The 
northward spread by land seen in the Malay pen- 
insula mav have carried the disease into Thailand 
Figures for a six-week period in June and July 
(table 1) demonstrate clearly the early urban 
character of the disease, followed by a later spread 
to rural areas (as noted, also, in Malava). 

Netherlands.—On June 4 a passenger with a fe- 
brile respiratory illness arrived in the Netherlands 
from Djakarta by plane. Asian strain virus was 
isolated from his throat washings. This was the 
first known case of Asian strain influenza to reach 
Europe. Later in June and in early July, several 
ships arrived in Amsterdam and Rotterdam from 
the Orient with patients with active cases of in- 
Huenza. By June 16, spread had begun to occur: 
first in a girls’ institute near Amsterdam, where the 
attack rate was about 30%: then, in schools in the 
Amsterdam area, in two of which the attack rate 
was 60%; and finally, after July 1, sporadically in 
adults in Amsterdam and Utrecht. Sporadic and 
local outbreak influenza persisted throughout the 
summer. Generalized epidemic influenza did not 
occur until mid-September, when many other 
European countries experienced epidemic 
onsets. 

West Pakistan.—On June 6 Karachi reported a 
tew cases in recent arrivals from Singapore and 
Bombay. Five days later, Lahore, far to the north 
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in the Punjab but in contact with Karichi by rail 
and air, reported about 50 cases. In the third week 
of June, Karachi reported 13,000 cases, and, by the 
end of the month, a major epidemic was in prog 
ress. In the third week of July a marked decline in 
new cases occurred in Karachi, but rural spread 
continued The epidemic did not end In West 
Pakistan until late September 

England.—London and Bristol reported confirmed 
Asian strain influenza in crewmen of ships return 
ing from the Orient during mid-June. There were 
however, few secondary cases. A British troopship 
trom Hong Kong reached England at about this 
time with a historv of 130 cases during the vovage 
The ship had made stops at Cape Town and 
Durban, South Africa, where it had been quaran- 
tined, and in the Canarv Islands 

Tran Abadan and Khorramshahi ports on the 
Persian Gulf reported 6S influenza cases on June 
24, primarily among sailors. Four davs later cases 
were reported among army personnel in Teheran 
and, by July 21, 25% of the 2.000.000 population of 
Teheran had been reported ill. By late July the 
country-wide attack rate was reported] 30 to 35 


ABLE 1.—Incidence of Influenza in Bangkok an 
Provincial Areas of Thailand 


with the epidemic still in progress and spreading 


Mortality was verv low, and less than 5% of those 
affected were developing pulmonary complications 
Saudi Arabia.—Jidda, the port for Mecca, first 
reported influenza in the last week of June. At this 
time many Moslem pilgrims were arriving in these 
cities. In an epidemic in Dhahran, peaking in early 
July, there was a high attack rate, both among 
Arabian oil company employees and overseas 
personnel, The Dhahran epidemic declined rapidly 
Yemen, Kuwait,” and Aden also reported onsets of 
epidemics at this time. In Aden the attack rates 
were very high and it was calculated” that the 
excess mortality in 1957 over the comparable period 
in 1956 amounted to about 200 deaths—one death 
for every 350 cases in Aden. Pneumonic complica- 
tions were frequent, and a number of bacterial 
organisms were incriminated, although some of the 
pneumonia cases were apparently nonbacterial 


July 
In the first two weeks of July many countries of 
the Middle and Near East reached their epidemic 
peaks. In addition, Syria, Afghanistan, Jordan, and 
Lebanon became involved. In Jordan, Moslem pil- 
grims stricken with influenza were known to have 
passed through Amman shortly before the onset of 
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the epidemic. Further spread in the eastern half of 
Africa occurred at this time as South Africa, the 
Sudan, and French Somaliland reported epidemics. 
Influenza appeared dramatically in South America, 
without any proved sources of introduction, early 
in the month. Bolivia, Ecuador, and Panama re- 
ported epidemics at this time. In the second half of 
July outbreaks were reported from such diverse 
places as Greenland, New Zealand, Newfoundland, 
Mauritius, southern Italy, and widely scattered 
islands of the southern and western Pacific region. 
Chile, Colombia, Mexico, and Egypt reported 
sporadic cases and outbreaks of influenza toward 
the end of the month. Slow dissemination of the 
virus continued in the United States, England, the 
Netherlands, and undoubtedly in other countries 
of the Northern Hemisphere. This dissemination was 
characterized by sharp outbreaks of characteristi- 
cally mild illness in closed population groups, pri- 
marily military installations, institutions of various 
types, and children’s camps. During July declines 
from epidemic peaks occurred in Thailand, Laos, 
Vietnam, Burma, and Korea. 

Ecuador.—In the second week of July approxi- 
mately 5,300 cases of influenza-like illness were 
reported among children of 85 Ecuadorian schools. 
The Asian strain virus was isolated from a number 
of these cases. The epidemic continued into August, 
attacking an estimated 30% of the general popula- 
tion before it came to an end. 

Bolivia.—Influenza appeared in La Paz on July 7. 
By the end of the month there had been some 
200,000 cases in La Paz alone ( population 375,000). 
The disease was mild, with few complications and 
very low mortality. Attack rates were extremely 
high in the younger age groups. In the group aged 
0 to 6 years, the attack rate was 80%; 7 to 15 vears, 
91%; 16 to 59 vears, 49%; and over 60 vears, 7%.*" 

South Africa.—In the latter part of July, Cape 
Town, Durban, and Johannesburg were heavily 
invaded by influenza. By Aug. 6 the disease was 
spreading through the country districts. It was 
noted that school children’ were particularly 
affected in Durban, but, in general, the highest 
attack rates were noted among African miners who 
live in crowded compounds. Asian strain influenza 
was confirmed in a number of outbreaks. By 
Sept. 1, at least 200,000 cases had been reported 
with verv few influenza-associated deaths. 

Chile.—On July 22 a few influenza-like illnesses 
were noted for the first time in Santiago. A few 
days later Valparaiso was also involved. As major 
epidemics developed in these cities, many other 
Chilean communities reported outbreaks, and, in 
mid-August, when the epidemics had declined in 
the largest cities, influenza was widespread in the 
rural areas. A country-wide decline was apparent 
only in early September. An influenza study group 
of the United States Armed Forces Epidemiological 
Board was present in Chile during the epidemic 
period. Dr. F. M. Davenport, of this group, sum- 
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marized the epidemiological data as follows: 

it would appear that a widespread outbreak has 
occurred involving between 25 and 30% of the pop- 
ulation. The attack rate probably follows the usual 
pattern being highest in childhood. During the 
epidemic the death rate (from all causes) has 
doubled. The extremes of life have accounted for 
the greatest proportion of the deaths. Pneumonia, 
complicating or as a sequel to influenza, probably 
accounts for a large share of the increased mor- 
tality.” 

Mexico.—The earliest influenza reports for Mexico 
came, in late July, from Tijuana, just south of San 
Diego, Calif., where numerous cases had already 
been confirmed among beth military and civilian 
groups. At the end of the month a mild epidemic 
was apparently under way in Mexico City. Asian 
strain confirmations were made in a school epi- 
demic near the city. During August epidemic in- 
fluenza persisted in scattered form throughout the 
country, but there was apparently no major wide- 
spread epidemic as seen in Chile. Mexico was re- 
ported to be epidemic-free by the end of Septem- 
ber. 

Egypt.—Asian strain influenza probably entered 
Egypt soon after the middle of July. Bv the end of 
the month, 1,800 cases were reported and an epi- 
demic was under way in Cairo. Asian strain in- 
fluenza was identified. Epidemic decline was 
evident throughout the country in early September. 

Italy.—In late July a U. S. destrover arrived at 
Leghorn from East Africa with patients aboard 
with clinically diagnosed influenza. The ship was 
quarantined, and apparently no cases occurred 
ashore. Early in August, however, 100 cases of 
influenza suddenly appeared among the NATO 
headquarters personnel (primarily Italians and 
Americans) at Naples. Italy was only the fifth 
European country to become involved in any way, 
so far as we know, by the pandemic. 


August 


By the end of August epidemic influenza had 
disappeared from most countries of eastern and 
western Asia. Decline was marked in Australia, 
after slow spread of the disease throughout the 
country. In New Zealand, however, the epidemic 
peak was not reached until early September. In 
southern Europe, Central and South America, and 
parts of Africa, epidemics were on the upswing or 
in full progress during the month. In Africa, 
Ethiopia, Tanganyika, and Kenya, on the east 
coast, reported epidemics in the first third of the 
month. The disease appeared on the west coast, in 
French West Africa, Senegal, Nigeria, and the Ivory 
Coast, several weeks later. The interior of the 
continent remained apparently influenza-free at 
month’s end. Many new islands of Oceania were 
affected during August, and, in the Caribbean, 
Puerto Rico noted the onset of a major epidemic 
late in the month. Trinidad, reporting a localized 
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mild outbreak among military personnel, was ap- 
parently the only other Caribbean island affected 
before September. In southern South America, 
Argentina reported the onset of an epidemic early 
in the month, which almost rivaled that which oc- 
curred almost simultaneously in Chile. As the weeks 
passed, many other countries became involved, in- 
cluding Peru, Uruguay, southern Brazil, and Brit- 
ish Guiana. In Central America, Costa Rica and 
El Salvador described sharp epidemics of Asian 
strain influenza, with high attack rates, which 
reached peaks early in September 

In August both Europe and North America re- 
ported their first true epidemics due to the Asian 
strain. The first community epidemics in the United 
States occurred in early August in several south- 
eastern states. The sporadic introductions and out 
breaks of July in Italy resulted in a major country- 
wide epidemic in late August and September 
Schools were closed in Rome and other cities: a 
considerable number of influenza-associated deaths 
had been reported by Oct. 1. 

Oceania.—During July and August many islands 
of the Pacific experienced intense epidemics of 
Asian strain influenza. Fiji (reporting a 600-person 
epidemic), Tongo (875 cases), the Gilbert and 
Ellice Islands (783 cases), Western Samoa (845 
cases ), and New Hebrides (396 cases) were among 
these. Guam reported that at least 4,600 cases had 
occurred on the island since the first appearance of 
the Asian strain there. Less heavily affected islands, 
but nevertheless reporting outbreaks, included 
Nauru, New Caledonia, the Solomon Islands, and 
the islands of the United States Trust Territory 

Argentina.—The epidemic in Argentina began in 
Mendoza province, spread north to Salta and Jujuy, 
then south to Cordoba and Buenos Aires. The peak 
for the nation was reached about Aug. 25. At that 
time at least 400,000 persons out of a population 
of some 18 million were ill. By the first week of 
September the number of cases had dropped to 
200,000. The illness was mild and complications 
were rare. Absenteeism reached 25%, however, in 
some industries—twice normal for the winter sea- 
son. No factories were shut down. School absen- 
teeism was also marked, at least in Buenos Aires. 

Uruguay.—In Uruguay, which also experienced a 
major epidemic during late August and early Sep- 
tember, the over-all attack rate for the country was 
considered to be close to 40%. School and industrial 
absenteeism varied between 30 and 45%. 

Peru.—The first epidemics in Peru were reported 
from Cuzco and Puno, in the southern highlands 
near Bolivia, in late August. Spread north to Lima 
had occurred by early September, and the whole 
country was involved during the month. A number 
of schools were closed in Lima because of high ab- 
senteeism, and 20% absenteeism was recorded in 
some Lima industries during part of the epidemic 
period, 
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El Salvador.—_In El Salvador, where a vigorous 
epidemic reached its peak between Aug. 26 and 
Sept. 1, absenteeism among office workers in San 
Salvador was reportedly between 15 and 20%. In- 
dustrial absenteeism was also increased, but esti- 
mates of the increase are not available at this time 


September 


The Middle East and eastern Asia were essen- 
tially free of epidemic Asian strain influenza by the 
end of September. Israel, isolated from contact with 
the other countries of the Middle East, had _ re- 
mained unaftected during the summer months while 
epidemics raged on all sides. The onset of an epi- 
demic was noted in Israel only in late September 
and early October when surrounding countries 
were nearly free of the disease 

North America, northern South America, and 
Europe experienced widespread Asian strain in- 
fluenza epidemics before the month was over. In 
Europe, influenza continued to sweep through Italy 
and appeared in epidemic form in Turkev, Cyprus 
Sicily, Germany, and Bulgaria. Outbreaks and 
Asian strain virus isolations from sporadic cases 
were reported for the first time from Switzerland 
Belgium, Poland, Greece, France. and Portugal 
England and the Netherlands experienced increases 
in weeklv case reporting after several months of 
sporadic outbreaks and cases 

In northern South 
Surinam, Venezuela, and the northern two-thirds of 


America, French Guiana, 


Brazil were in the midst of epidemics during Sep- 
tember, while the countries of southern and west- 
ern South America were reporting that their epi- 
demics were at an end. In Central America and the 
Caribbean, Honduras. Guatemala, the Bahamas, 
and the Virgin Islands reported epidemics and out- 
breaks early in the month. Trinidad continued to 
experience local outbreaks. Puerto Rico was swept 
by a major epidemic during the month. In the 
United States and Canada, school openings were 
soon followed by rapid spread of epidemic influ- 
enza after a summer of increasingly frequent local 
outbreaks and sporadic cases. 

During September only Liberia joined the roster 
of African countries which experienced epidemic 
influenza. North Africa remained apparently unaf- 
fected, except for Egypt, and no reports were re- 
ceived of influenza in the interior of the continent 

Alaska.—The first epidemics of influenza in Alas- 
ka were recorded only in late September, although 
sporadic illnesses and outbreaks had been occurring 
in the Territory for several months. On Sept. 27, 
Barrow reported that 500 of the 950 residents had 
developed influenza during a short period of time 
Nome reported more than 500 cases among a popu- 
lation of 1,876. Two influenza-associated deaths 
were recorded in Nome among those who were ill 
—one infant and one elderly person. The experi- 
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ences in these isolated communities demonstrate 
the high general attack rates that were noted in 
many areas of the world during the pandemic. 

Canada.—The earliest reports of influenza in Can- 
ada came from Newfoundland, where several out- 
breaks occurred during August. Early in September 
passengers with influenza-like illnesses were known 
to have disembarked in Quebec City from ships ar- 
riving from England. Between Sept. 7 and 14 
a confirmed Asian strain influenza outbreak oc- 
curred at a girls’ camp near Doe Lake in Ontario. 
In mid-September unconfirmed outbreaks were also 
recorded in several other Ontario and Quebec 
towns and in Calgary, Alberta. On Sept. 26 a report 
was received of a large outbreak on Prince Edward 
Island. Nova Scotia and British Columbia also re- 
ported smaller outbreaks at this time. Bv early 
October epidemic influenza was spreading rapidly 
in Quebec, the Maritime Provinces, and Ontario. 
During the succeeding six to eight weeks the epi- 
demic spread westward, involving all provinces.” 
The Northwest Territory and Yukon Territory were 
not swept with the same intensity as the provinces 
along the United States border. 

Brazil.—Although the southernmost states of Bra- 
zil were invaded by Asian strain influenza during 
August, most of the rest of the country was not 
affected by the epidemic until the end of Septem- 
ber. The great coastal cities recorded their first 
confirmed cases only in the first week of September. 
Rio de Janeiro reported the onset of a major epi- 
demic in the last week of September, and by Oct. 2 
the citv had recorded an estimated 500,000 cases. 
The northernmost states of Brazil were apparently 
the last to be affected. 

Germany.—The first outbreak of influenza was 
reported among United States military personnel in 
Mannheim about Aug. 15. Soon thereafter, Asian 
strain virus was isolated from an outbreak at a 


German Army camp near Kassel. By mid-September 


the Ruhr had been hit by epidemic influenza, 
further Asian strain isolations had been made, and 
several influenza-associated deaths had re- 
ported. Some parts of western Germany were re- 
porting 50% attack rates in the general population. 
United States military personnel were heavily at- 
tacked during the month. An epidemic peak was 
reached in West Germany in the latter part of 
October. 

United States.—Widespread occurrence of influ- 
enza began in September in the United States. In 
most communities, the epidemics affected persons 
of high school age first, then elementary school 
pupils, and lastly the adult population. Incidence 
appeared to be highest in the age group 5 to 19 
vears and least in the group 65 years of age and 
over. However, preliminary reports on deaths show 
that mortality was highest in the latter group. The 
epidemic appeared to reach its peak by mid-Octo- 
ber and probably affected no less than 20 million 
persons throughout the country. 
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October 


European and North American Asian strain in- 
Huenza epidemics reached their peaks during Octo- 
ber. Canada, the United States, and all but a few 
of the countries of Europe were experiencing de- 
clining epidemics as the month drew to a close 
Peaks were passed early in October in Greece, Ger- 
many, Portugal, the Netherlands, Belgium, and 
England and toward the end of the month in the 
USSR, Switzerland, France, Austria, Ireland, and 
Spain. The northernmost countries of Europe—Fin- 
land, Sweden, Denmark, and Norway—were the 
last to be affected, as a group. The main force of 
the epidemics in these countries was not felt until 
early November. 

In the Caribbean, Martinique, Jamaica, Cuba, 
Haiti, and Aruba reported epidemics during the 
month, while that in Puerto Rico subsided slowly. 
Most South and Central American countries were 
free of epidemic influenza by this time. Paraguay, 
reporting outbreaks early in October, was an ex- 
ception. This relatively isolated country apparent} 
experienced no epidemic during July and August 
when its neighbors were heavily affected. 

On Oct. 22 an outbreak of influenza-like illness 
was reported among personnel at \icMurdo Sound 
in Antarctica. Asian strain virus has not been iden- 
tified from cases in the Antarctic, but if, as seems 
likely, the new strain was responsible for this out- 
break, it can be said to have produced disease on 
every continent. The illness appeared at McMurdo 
soon after the arrival of spring supply ships bearing 
new personnel. 

The eastern and southern regions of Africa were 
free of epidemic influenza by the first week of 
October. In the west, however, Ghana, which first 
noted influenza in mid-September, still reported 
active disease at the end of October. Certain por- 
tions of French West Africa experienced declining 
epidemics during the month, and a major new area 
of involvement was the Belgian Congo which re- 
ported an epidemic peak in early November. On 
Oct. 3 Algeria recorded its first Asian strain isola- 
tions, and as the month passed an epidemic in 
Morocco increased in intensity. Except for the Bel- 
gian Congo the interior of Africa remained ap- 
parently unaffected. 

Only Japan, among Asiatic countries, experienced 
any major outbreaks or epidemics of Asian strain 
influenza in October. A sizable epidemic, carrying 
with it prominent excess mortality, visited Japan 
during the month. No other country reported such 


-a second epidemic situation although several, in- 


cluding West Pakistan, Lebanon, Ecuador, and 
possibly Communist China, described minor out- 
breaks in communities which had _ experienced 
epidemics three to seven months earlier. 
England.—After a summer of sporadic confirmed 
cases and outbreaks (as in the United States), in- 
fluenza became widespread in England about Sept. 
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18. Mortality statistics “* indicate that a peak was 
reached between Oct. 5 and 19. Influenza deaths 
were predominantly in those over 55 years of age 
The comparison of pneumonia and influenza mor- 
tality figures with those for previous vears is striking 
(table 2). 

Aruba.—The island Aruba, off the northern coast 
of South America, with a population of 56,000, re- 
ceived a supply of Asian strain influenza vaccine 
from the Netherlands in time to permit vaccination 
of a considerable number of professional persons. 
workers, and school children before an epidemic 
occurred. The epidemic, which peaked in late 
October, was mild with a low clinical attack rate 
The impression on the island was that the vaccine 
had been of value in minimizing the epidemic 
Nearby Venezuela and other Caribbean 
such as Puerto Rico, Jamaica, and Martinique, ap 
parently experienced much more severe epidemics 

USSR.—Asian 
Moscow 


islands 


strain isolates were obtained in 


as early as May, and sporadic isolations 


were made throughout the summer months, but 
influenza did not reach epidemic proportions in the 
until October. The 


demic in Moscow in mid-October 


(sian strain was epi 
Many 


and entertainment places were closed. While a vac- 


country 
schools 
cine was available (as in several other European 
countries including Sweden, Switzerland, the Neth 
erlands, Germany, Denmark, England, and Italv ) 
it was in short supply. In other parts of the country, 
at about the same time, influenza broke out, pri- 
marily in urban areas and along the principal lines 
of communication. Siberia was reported to be 
affected at the end of the month 

Japan.—An epidemic of apparently sizable pro- 
This 


first epidemic, confirmed as due to Asian strain, re- 


portions swept through Japan in the spring 


portedly peaked in mid-June and ended in mid- 
July. Influenza disappeared in August, only to re- 
appear in epidemic form in late September and 
October. Again Asian strain isolates were obtained 
from numerous cases. Hundreds of schools were 
closed and excess mortality built up markedly in 
October. It is not vet clear whether this second 
Asian strain epidemic was the second phase of a 
split epidemic or if it represented a true reinfection 
epidemic. Preliminary studies suggest that reintec- 
tions may be relatively rare.” 


November 


Betore the middle of November the Belgian 
Congo and the countries of Scandinavia had passed 
their epidemic peaks. No new major epidemics 
were in progress in any part of the world. Except 
in Japan, where the second Asian strain epidemic 
was subsiding, Asia remained apparently free of re- 
current epidemics during November. North Ameri 
can, European, and northern South American coun 


tries consistently reported epidemic declines as the 
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month progressed, and by the first week of Decem- 
ber it seemed probable that the pandemic had run 
its course. 

Almost every country had experienced epidemic 
Asian strain influenza by the middle of November. 
Onlv a few isolated islands and remote regions had 
not reported outbreaks. The central-interior area of 
Africa was apparently the largest of these un- 
affected Difficulties in reporting rather 
than nonoccurrence of the new strain undoubtedly 


regions 
underlie many of the gaps in the present record 


Taste 2.—Aggregate Totals from Week Ending Aug. 24 
Through Week Ending Nov. 23 for 160 Great Towns 
of England and Wales for 1953 thi migh 1957 


1 Deaths, N fhienza Deaths, N rotal 


Comment 


Asian influenza had affected 
every continent, probably including Antarctica. by 


December, 1957. Major epidemics occurred in the 


Pandemic strain 


majority of countries in each of these regions 
Season was one of the more important determinants 
of the changing distribution of epidemics in those 
regions where seasonal changes are conspicuous. 
It is clear that the southern hemispheric countries 
where seasonal changes are marked, including those 
of southern South America, southern Africa, and 
Australia, were affected during their fall and 
winter. It is equally clear that Europe, the USSR, 
and North America were affected in the fall season 
of the Northern Hemisphere. 

The timing of epidemics in many countries of the 
equatorial belt, however, riaust have been deter- 
mined by other factors. Conditions for the occur- 
rence of epidemic influenza are nearly constant 
throughout the vear in the equatorial regions. The 
equatorial peoples, in general, have a constant vear- 
round mode of life, while the peoples of regions 
where marked seasonal variations occur are more 
likely to vary their living habits considerably from 
season to season. Epidemics developed rapidly 
whenever the new virus was introduced into one of 
the many highly susceptible equatorial population 
groups, while introductions into similarly suscep- 
tible populations in Europe, North America, or 
southern South America (it is clear that such intro- 
ductions were frequent in 195%) did not result in 
epidemics except at a specific time of the vear—the 
fall-winter season 

It would seem that the most important timing 
factor for epidemic occurrence in the equatorial 
regions was the presence or absence of the virus in 
sporadic cases. Transportation facilities must there- 
fore have been of great importance in determining 


the timing of epidemics in these areas. In regions 


Year 


1148 


where seasons are well marked the situation was 
much more complex. Sporadic presence of the virus 
in a population was not enough to precipitate an 
epidemic. Seasonal living patterns and climate, 
which may not necessarily correlate with season— 
e. g., the United States, where fall in New England 
may be cold and windy while fall in the Southwest 
may be warm and mild—may have played roles in 
precipitating epidemics in those countries with 
well-defined seasons. In the regions far from the 
equator, greater crowding and more opportunities 
for close contact are more likely to exist in fall and 
winter. Varying conditions of crowding, times of 
school openings, and perhaps even the proportions 
of hours of darkness and light may also have been 
factors affecting the appearance of influenza epi- 
demics. 

While conditions of crowding and poverty often 
resulted in high attack rates, the ultimate distribu- 
tion of pandemic influenza was not affected by 
crowding, although the timing of the epidemic in 
a particular region may have been. Many isolated 
areas of low population density were affected later 
than the nearest heavily populated areas. Crowded 
urban areas generally experienced epidemic peaks 
before rural regions within the same country. 

Epidemic influenza spread world-wide in little 
more than six months, but there is evidence that 
dissemination of the virus throughout the world 
occurred within three to four months after the ap- 
pearance of the new strain in Hong Kong. In the 
1889-1890 pandemic world-wide spread required 
about 11 months. In the 1918-1919 pandemic spread 
was more rapid than in 1889, but world-wide in- 
volvement required several more months than in 
1957. The apparent shortening of time necessary 
for world-wide spread in the most recent pandemic 
reflects the sneed and extent of modern travel. 


Summary 


The new Asian variant of type A influenza made 
its first appearance in China in late February, 1957. 
During April, May, and June epidemic influenza 
spread throughout eastern Asia and the Middle 
East. During July and August many countries of 
South America and Africa were affected by the 
disease, and evidence was obtained of dissemina- 
tion of the virus in Europe and North America. In 
September and October epidemic peaks were 
reached in many European and North American 
countries. By this time, most of Asia was free of 
epidemic influenza. November was a month of epi- 
demic decline, and,*by early December, the new 
strain had essentially completed its world-wide 
sweep. The spread of the disease was influenced by 
season in those regions where, because of their 
latitude, seasonal change is conspicuous. Thus epi- 
demics occurred in the southern areas of the south- 
ern hemisphere between April and August and in 
the corresponding areas of the northern hemisphere 
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between September and November. The equatorial 
regions, where seasonal change is less prominent, 
appeared to be affected as soon as the virus was 
introduced, regardless of the time of year. 

Crowding and poverty were important deter- 
minants of attack rates in many countries. No dif- 
ferences in individual racial susceptibility were 
noted in 1957, although attack rates in some coun- 
tries were higher in one cultural or racial group 
than in another. Social and economic differences 
among these groups often provided an explanation 
for the differing attack rates. The disease was 
clinically mild; attack rates were consistently high, 
particularly among children of school age. In 
crowded closed population groups, attack rates 
often reached or exceeded 70%. While the disease 
was generally mild, certain special risk groups, such 
as older persons, caused excess mortality to be 
affected strikingly in epidemic regions. Mortality 
was negligible, however, compared to that of the 
1918 pandemic, The new Asian strain has produced 
the second influenza pandemic of this century and 
the first in the period of virological research. 

50 Seventh St. N. E, (23). 
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CARCINOMA OF THE LUNG 


PRACTICAL CLASSIFICATION FOR EARLY DIAGNOSIS AND SURGICAL TREATMENT 


Lyman A. Brewer III, M.D., Los Angeles, Angel F. Bai, M.D. 
Cordoba, Argentina, John N. Little, M.D. 


Gregorio Rabago vy Pardo, M.D., Madrid, Spain 


The incidence of primary carcinoma of the lung 
is increasing at an alarming rate, for it not only 
has become the most common visceral carcinoma in 
males but has passed pulmonary tuberculosis as a 
cause of death.’ Until some specific form of cure is 
found that will destroy or negate the cancer cell 
wherever it is located in the body, our efforts must 
be directed toward improving results with present- 
dav methods. When bronchogenic carcinoma is 
confined to the lung, it is curable by pulmonary 
resection. It follows, therefore, that the detection 
of this cancer in greater numbers betore it has 
spread beyond the lung will make it possible to 
improve the surgical cure rate. 

Since the original successful pneumonectomy for 
bronchogenic carcinoma, in 1933, by Graham,* em- 


phasis has been placed upon bronchoscopy as the 
most important means of detecting this neoplasm. 
It is reported * that as high as 65% of the cases may 


be diagnosed by bronchoscopy. However, with the 
realization that carcinoma may arise anywhere in 
the lung, even in the peripheral portions, it is ob- 
vious that there is a wide range of cases that are 
outside the limits of bronchoscopic visibility and 
biopsy. In only about one-fourth of the cases herein 
reviewed was it possible to obtain a positive biopsy 
at bronchoscopy. Furthermore, in our experience, 
the smears of the sputum stained for cancer cells 
have been helpful in making a certain diagnosis of 
carcinoma in only a small percentage of the cases. 
Therefore, proper evaluation not only of the signs 
and symptoms but of the x-ray findings must re- 
main as an important factor in the early detection 
of this neoplasm. 

To facilitate an understanding of early diagnosis, 
we have divided our cases of bronchogenic car- 
cinoma into four main categories: (1) main bronchus, 
(2) lobar bronchus, (3) mid-lung, and (4) subpleural. 
Of the 489 cases, 198 were considered nonexplor- 
able, according to standards presented later, and 
in 291 instances surgical exploration was carried 
out. Since in the advanced cases the spread of the 
cancer to both the mediastinum and pleura makes 
the site of origin of the carcinoma difficult to de- 
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Among 489 patients with the diagnosis of 
bronchogenic carcinoma, there were 291 in 
whom surgical exploration was carried out. 
The carcinoma was found in a main bron- 
chus in 71 (24%), in a lobar bronchus in 
156 (54%), in a mid-lung zone in 31 
(11%), and in a subpleural location in 33 
(11%). The highest rate of resectability 
(94%) was among the 31 mid-lung carcino- 
mas, while the subpleural group were the 
least favorable. The greatest rewards in re- 
sectability were thus found in the group of 
patients in whom bronchoscopy is always 
negative, the diagnosis being made by fol- 
lowing up the suspicious shadow seen on 
the chest roentgenogram by exploratory 
thoracotomy. Operative mortalities were 
about the same in the four groups, but 
early postoperative results were best in the 
group with mid-lung cancer (86% of those 
surviving surgery being alive after one year). 
The “negative” chest film from previous 
examinations, when compared to the x-ray 
under consideration, supplies the key infor- 
mation in making an early diagnosis of lung 
cancer. Therefore, this film should be con- 
sidered as one of the potient’s most valuable 
possessions. If storage facilities in an x-ray 
department are limited, such films should be 
given to each patient to keep for himself. 


termine, the statistical results of our study are con- 
fined to the 291 cases in which a thoracotomy was 
performed. 


Carcinoma of the Main Bronchus 


In 71, or 24%, of the 291 operated patients, can- 
cer was found to arise in the main bronchus or 
tissue immediately adjacent to the bronchus so as 
to invade the walls (fig. 1). The early symptoms are 
those of bronchial irritation and then obstruction. 
This type of carcinoma is difficult to detect by 
x-ray early in its development because the main 
bronchi are covered by the heart and great vessels 
and, therefore, do not present a shadow detectable 
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on the chest roentgenogram. However, the bron- 
choscopy will invariably reveal the presence of this 
tumor which can be confirmed by biopsy or smear 
of the lesion. The duration of symptoms was from 
one month to one and one-half years, and in one 
case the patient was asymptomatic. The main 
symptom was that of cough which was dry at first 
and then was productive of sputum. In the case of 


Fig. 1.—Carcinoma of the main bronchus (bronchoscopy 
positive). A, early stage in which x-ray may or may not 
show mass (1) at hilus. B, late stage. 


cigarette smokers, who made up about 90% of this 
series, it was sometimes difficult for the patient to 
determine exactly when his cough had become 
more severe. Hemoptysis and wheezing were the 
most important additional symptoms and were 
present in three-fourths of the cases in which re- 
section was carried out. These cardinal symptoms 
of main bronchus carcinoma are urgent indications 
for bronchoscopy. The presence of this serious 
malignancy may be detected by this technique 
long before a significant shadow is seen on the 
chest roentgenogram or constitutional symptoms 
are present. 

However, when the obstruction of the bronchus 
becomes more advanced, bronchial drainage is im- 
paired, and secondary changes in the lung are 
noted. In our series these changes included recur- 
rent and persistent pneumonitis, lung abscess, and 
lobar to total atelectasis (fig. 1). Most often, when 
the main bronchus is totally occluded, the carci- 
noma has spread to the hilus to invade the pul- 
monary artery and anterior vein which lie in close 
proximity to the main bronchi. This proved to be 
the chief cause of nonresectability in those cases 
of main bronchus carcinoma which were explored. 
With intrapericardial ligation of the vessels, which 
was carried out in over half of the resected cases, 
the resectability rate may be increased. 


Carcinoma of the Lobar Bronchus 


Carcinoma arose in the primary or segmental 
orifices of the lobar bronchus in 156, or 53%, of the 
patients in the series studied. Bronchoscopy re- 
vealed the lesion in one-third of this group (fig. 2), 
although collateral information, such as bronchial 
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compression and distortion, was gained in an addi- 
tional one-fifth of the cases. Eight of the patients 
in this group were entirely asymptomatic and 
showed only an x-ray lesion as the main evidence 
of bronchogenic carcinoma. In the remainder of 
the series, the symptoms of cough, hemoptysis, and 
wheezing, together with those of acute respiratory 
infection, were most prominent. In fact, the com- 
mon initial events in this group were the symptoms 
and signs of an acute bronchopulmonary infection. 

One cannot emphasize too much the adverse 
effect that the use of antibiotics has had on the 
masking of symptoms of bronchogenic carcinoma 
in this particular group of patients. Bronchopul- 
monary infection is a common sequela of bronchial 
obstruction from carcinoma. In the preantibiotic 
era, infection persisted so that both the patient and 
physician were alerted to the possibility that there 
was some other condition responsible for the per- 
sistence of this infection. However, with the pres- 
ent-day widespread use of powerful antibiotics, 
the infection is controlled in spite of bronchial ob- 
struction, and both the patient and the physician 
are lulled into a sense of false security with the 
control of this infection. 

Many patients are treated without any x-ray 
record of the disease. Certainly any patient who 
has had a severe respiratory infection severe enough 
to warrant antibiotic therapy should have a chest 
roentgenogram, preferably at the beginning of the 
treatment but certainly following it. For the per- 
sistence of an x-ray shadow following the sub- 
sidence of an acute symptomatology of infection 
should lead to investigation for possible carcinoma. 

Failure of a lung abscess to resolve completely 
following appropriate antibiotic therapy and bron- 
chial drainage should be considered as evidence of 
probable pulmonary malignancy. Similarly, the 


Fig. 2.-Carcinoma of lobar bronchus (bronchoscopy may 
be positive). A, early stage showing perihilar mass (1) as 
indicated by x-ray. B, late stage showing (1) pneumonitis, 
(2) atelectasis, and (3) abscess. 


clinician must regard the discovery of a pulmonary 
cyst in a person in the cancer-age group as a sign 
of carcinoma until proved otherwise. Previous films 
are particularly helpful in these cases. Atelectasis 
and pneumonitis secondary to carcinoma, if treated 
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with repeated courses of antibiotic therapy, may be 
present for a long period of time without causing 
serious symptomatology. Failure to discover a lobar 


carcinoma on bronchoscopy in no way rules out 
the presence of this malignancy, for in two-thirds 
of the cases in this series the malignancy arose be- 
vond the limits of bronchoscopic visibility and was 
proved only by exploratory thoracotomy 


Fig. 3.—Carcinoma of midlung bronchoscopy necative 
cn urls stave showing x-rav shadow at l B, late st ue 
showing ] localized persistent pneumonitis u local ed 
itelectasis, 3) localized emphysema ind rarefaction in 


solid shadow 


Carcinoma of the Mid-lung 


In this series of patients there were 31 in whom 
the carcinoma arose in the mid-lung zone, free 
from the hilus or pleura (fig. 3). In no instance was 
the tumor visible by bronchoscopy, and in only 
four cases was the collateral information obtained 
at bronchoscopy evidence of spread of the tumor 
to the mediastinal lvmph nodes. In eight of these 
patients no symptoms were present, and only a 
persistent shadow in the lung field was the main 
finding pointing to bronchogenic carcinoma. Many 
attempts have been made to lay down absolute 
diagnostic criteria to distinguish the benign from 
the malignant mid-lung lesion. Although the irreg- 
ularity of the border and dimpling may be noted, 
these findings are not infallible guides. 

Skin tests and serologic tests for the common 
granulomas are most helpful in the group below 
40 years of age, but they rarely affect the decision 
for exploratory thoracotomy in patients above the 
age of 40. In a like manner, scalene node biopsy 
and sputum studies for cancer cells have been 
positive seldom in our experience in the mid-lung 
cancer group except in the obviously advanced 
cases. Similar findings have been reported in the 
medical literature where careful studies of mid- 
lung carcinoma have been recorded.* 


Of course, metastatic malignancy to the lung 
may simulate bronchogenic carcinoma, and a care- 
ful history and physical examination may point to 
the extrapulmonary possibility which will be 
proved by special studies. However, in the absence 
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of localizing signs or symptoms, a complete radi- 
ologic inventory of each organ and system is rarely 
indicated. Metastatic malignancy to the lung is 
usually multiple, and planograms of the lung are 
most helpful in demonstrating minute metastases 
invisible on conventional films. In the symptomatic 
group of patients with mid-lung carcinoma, the 
most prominent symptoms were those of mild pul- 
monary infection which responded to antibiotic 
treatment and yet showed the persistent pulmonary 
shadow as the main clinical feature. Calcium de- 
posits were present in two instances in the lesion, 
and, as has been shown by others," their presence 
does not rule out the presence of a bronchogenic 
carcinoma. 

\ review of these cases reaffirms the conviction 
of the physicians who have had extensive experi- 
ence with this problem, that the so-called solitary 
lesion or coin lesion (the smaller and more circum- 
scribed variety) is best treated by surgical excision.* 
Reported series of cases have shown definitely that 
the percentage of cases of bronchogenic carcinoma 
that are found reflects to a major extent the age 
group of the patients who have these lesions re- 
moved. Thus, in those series where the majority 
of the patients are below the age of 40 vears, there 
is a lowered percentage of carcinoma, around 
11%,"" while in series of patients in which the older 
age group predominate, as high as 50% may show 
bronchogenic carcinoma.’* Our experience with 
these solitary circumscribed pulmonary lesions adds 
conclusive evidence that excision is the treatment 
of choice. 

Subpleural Carcinoma 


In this series there were 33 instances of car- 
cinoma arising in the lung immediately beneath 
the visceral pleura (fig. 4). In no one of these pa- 


Fig. 4.—Carcinoma of subpleural region (bronchoscopy 
negative). A, early stage showing (1) mass indicated by 
x-ray and (2) apical (Pancoast) tumor. B, late stage (in- 
operable) indicating massive bloody pleural effusion at (1 


tients was the tumor visible by bronchoscopy, al- 
though collateral inflammation due to spread to 
hilar lymph nodes, producing partial bronchial ob- 
struction, was present in seven instances. These 
patients presented the clinical syndrome greatly 
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different from those in the three other groups that 
we have just considered. Pleural pain which was 
generally interpreted as being an acute pleurisy 
that persisted to the chronic state was the main 
symptom. Later on, intercostal pain signaled the 
involvement of the intercostal nerves. Cough was 
a late symptom. Hemoptysis occurred in only 4 of 
the 33 patients as a sign of advanced carcinoma. 
X-ray reveals a small subpleural shadow early in 
the disease (fig. 4). Most often, pleural fluid which 
developed as the result of direct invasion of the 
pleura was serous at first and then characteristically 
had a bloody appearance. The presence of exten- 
sive involvement of the pleura was considered as 
evidence of inoperability. When the apex of the 
pleural cavity was involved, the syndrome of the 
so-called Pancoast tumor was present. This was 
characterized by pain involving the shoulder and 
arm, signs and symptoms of brachial plexus in- 
volvement, and Horner’s syndrome. Such patients 
are rarely amenable to surgery. 


Criteria for Operability 


In each instance in the group of 198 patients in 
whom no thoracotomy was performed, careful con- 
sideration was given to the possibility of an ex- 


TaBLe 1.—Resections Performed in Patients Subjected to 
Exploratory Thoracotomy 


Total 

Cases, Pneumo- Lobee- Nonre % 
Region No. nectomy tomy sectable Resected 

Main bronchus .......... 71 | 0 69 
Lobar bronchus .......... 156 70 2% 61 61 
31 21 x 2 
33 9 19 42 
291 147 42 10? 65 


ploratory operation. To our knowledge, no patient 
was refused surgery in whom we thought there was 
a chance for successful surgical excision of the 
lung cancer. In most instances, a combination of 
factors was present in any one given case. Pri- 
marily, the patient was studied from the point of 
view of whether the cardiopulmonary reserve was 
adequate to permit successful pulmonary resection. 
Spread of the cancer beyond the thorax to the 
brain, abdomen, osseous system, cervical region, 
etc., was considered a contraindication to surgery. 
Marked weight loss is often a sign of extensive 
metastases of the carcinoma. Extensive involve- 
ment of the mediastinum as evidenced by vascular 
obstruction, chronic or recurrent laryngeal paraly- 
sis, or Horner’s syndrome was the second group of 
signs and symptoms used as a deterent to surgery. 
Finally, involvement of the pleura and chest wall 
as shown by massive effusion and identification of 
cancer cells in the fluid were considered contrain- 
dications. Most of the patients had a combination 
of the above factors mentioned. In a few instances 
surgery was advised but was refused by the patient. 
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Resectability 


In those patients subjected to exploratory tho- 
racotomy, the number of resections in each group 
is shown in table 1. The striking figure is that ob- 
served for the mid-lung carcinomas in which 94% 
of the neoplasms were resectable. The neoplasms 
of the main bronchus and lobar bronchus were the 
next most favorable groups for resection, showing 
about the same resectability (69 and 61%), while the 
subpleural group was the least favorable, with 
only 42% being resectable. The number of cases in 
each category, with the exception of the lobar 
bronchus group, is too small to be of statistical 
significance. Yet they do show a trend that is im- 
portant, for the mid-lung group has a resectability 
that was almost twice as high as that of the other 
groups. This figure is important, for it stresses the 
fact that the greatest rewards in resectability are 
found in this group of patients in whom bron- 
choscopy is always negative, and the diagnosis is 
made by following up the suspicious shadow seen 
on the chest roentgenogram by exploratory tho- 
racotomy. 

Operative Mortality 


The operative mortality for the various groups 
of patients did not vary a great deal. There was 
an average of 9.6% operative deaths for the entire 
group. The individual operative mortalities of the 
various groups are as follows: main bronchus, 9%; 
lobar bronchus, 10%; and mid-lung and subpleural. 
approximately 6% each. Although some changes 
were made in the surgical technique during the 
treatment of these patients, it varied little, for the 
surgery was performed by one of us (L. A. B.). There 
is no significant difference in the causes of death in 
the various groups studied, Cardiac and pulmonary 
failure and pneumonitis and embolic phenomena 
were the major causes. Thus, the risk of surgery 
seems to resolve itself to the inherent risk of pneu- 
monectomy and lobectomy in persons in the older 
age group. If more lobectomies can be done, then 
the mortality will be lessened. If the operator con- 
fines his surgical explorations to only the best risk 
group, a lower mortality can be achieved also. 
However, there is no question that a number of 
possibly curable patients will be denied the chance 
to have the cancer removed. 


Results 


The majority of the patients who have been op- 
erated on in this group have been treated in the 
past five years, so longtime follow-up results are 
not available. The early results in the group with 
mid-lung cancer are the best, for only five patients 
(16%) died in the first year after surgery; the rest 
lived from one to nine years following operation. 
In the group with cancer of the main bronchus, 
18% died during the first year, while 21% of the 
group with lobar cancer died. The poorest survival 
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rate during the first year was in the group with 
subpleural cancer, where 42% died during this 
period of time. Although there is very little dif- 
ference in the survival rate in the first three groups. 
the subpleural group, apparently due to early in- 
vasion of the pleural Ivmphatics, has a poor chance 
for long survival. 

Many factors enter into survival. The tvpes of 
carcinoma found in our patients are listed in table 
2. There was a high percentave of anaplastic car- 
cinoma (54%) in the subpleural group, whereas in 
the other categories the percentage ot anaplastic 
carcinoma varied from 22 to 28%. The duration of 
svmptoms was one to three vears in all groups 
except in the mid-lung group where asymptomatic 
cases were present in the highest proportion and 
where those with svmptoms had had them only 
from one month to one and one-half vears. No 
sienificant age difference was noted. Fewer Ivmph 
node metastases were seen in the mid-luing vroup 
Blood vessel invasion by the carcinoma, reported 
by Collier and others,’ and its importance in 
survival time, are being studied. Furthermore, since 
all carcinoma is asymptomatic at onset. the real 
duration of the disease cannot be estimated. Over- 
holt ®° has recently concluded, in studving his five- 
vear survivals. that it is the prompt recognition 
and excision of the carcinoma that in the last analv- 
sis is the most important thing. Our studies of the 


early survivals are in accord with this conclusion 


Comment 


In presenting the various types in this classifi- 
cation ot bronchogenic carcinoma, we have stressed 
the importance of the x-rav finding as the means of 
pointing the way to exploratory thoracotomy. Ob- 
viously, since the diagnosis is made mainly. at 
thoracotomy, nonmalignant lesions will be removed. 
One can reasonably ask: What are these nonmalig- 
nant lesions. and is surgical excision of them indi- 
cated? A study of nonmalignant lesions simulating 
bronchogenic carcinoma has been reported by one 
of us (L. A. B.).’ Two-thirds of the lesions proved 
to be inflammatory on surgical excision, while one- 
fifth were benign tumors, and the remainder were 
developmental defects. In 77% of the patients cure 
could not be expected by conservative means. 
Twenty per cent fell into the borderline group and 
3% were probably not benefited by surgery 

Our present larger experience with this group ot 
conditions simulating bronchogenic carcinoma, and 
that of many others in the medical literature. sup- 
ports the findings in the earlier reported series. 
Thus, if the patients with benign lesions simulating 
bronchogenic carcinoma are best treated in the 
vast majority of instances by surgical excision, 


there can be no valid argument against exploratory 
thoracotomy when the criteria for operability pre- 
viously enumerated in this discussion have been 
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fulfilled. On the other hand, exploratory thoracot- 
omy is not warranted in debilitated patients with 
far-advanced disease in whom complete resection 
or even palliation is obviously impossible, for it 
may entail a definite morbidity and mortality. This 
often poses a difficult clinical decision, for palliative 
\-rav or nitrogen mustard therapy should not be 
administered without a positive cellular diagnosis 
for carcinoma. Needle biopsy through the chest 
wall in the obviously nonresectable case is occa- 
sionally helpful for peripheral lesions, although its 
routine use is dangerous and unwarranted. Re- 
peated sputum studies for cancer cells and scalene 
biopsies are indicated. Although we have been dis- 
appointed with our results in obtaining positive 
Papanicolaou stains of the sputum for cancer cells 
in the operable cases, the number of positives in 
advanced cases have made this test worthwhile. 
Recognition that the chest roentgenogram is an 
integral part of a complete physical examination 
the use of preemployment films, and mass survey 
studies have increased the number of asymptomatic 
lesions of the lung that have been clinically de- 
tectable. More and more people are having an 


Pante 2.—Types of Carcinoma Found in Patients 
Subjected to Exploratory Thoracotomy 


annual chest x-ray examination. Thus, the films 
reported as showing no pathology form an im- 
portant base line upon which subsequent abnor- 
mality in the roentgenogram may be judged. It has 
been the good fortune for some of our patients to 
have available such films. In figure 5, left, a cir- 
cumscribed shadow of the lung is seen on a routine 
chest film. This could be diagnosed as a new asymp- 
tomatic lesion only by the comparison with the 
negative film taken a vear before. Thus there was 
an urgent indication tor surgical exploration, which 
made possible the excision of a bronchogenic car- 
cinoma. The patient has been pertectly well for 
almost a decade and shows no evidence of recur- 
rence on an X-ray taken over nine vears after 
operation (fig. 5, right). 

The importance of saving the “negative” chest 
film has not been stressed in the medical literature. 
For it is still a common policy with many x-ray 
departments in hospitals, private clinics, and offices 
to dispose of the film after a period of from three 
to five vears. Recently, microfilming has been in- 
troduced as a means of conserving storage space; 
however, the use of this modality is far from uni- 
versal. This study offers convincing proof of the 
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great value to the patient of having the previous 
actual film available for comparison. It may offer 
the deciding evidence that this asymptomatic lesion 
is possibly a bronchogenic carcinoma, and by exci- 
sion of the carcinoma the life of the patient may 
be saved. Thus, the previous film may be one of 
the patient’s most valuable possessions. It may be 
just as lifesaving to him as a safety belt in his car 
or life preserver in his boat. If facilities are not 
available for the preservation of films in an x-ray 
department after five years, then these films should 
be given to each patient to keep for himself. 
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There was no significant difference in operative 
mortality of the various groups. The survival fol- 
lowing operation during the first vear was approxi- 
mately 82% for the first three groups but only 52% 
for the patients with subpleural cancer. The most 
important single factor in the decision for explora- 
tory thoracotomy in those patients in whom the 
bronchoscopy was negative was the proper in- 
terpretation of the chest roentgenogram which 
takes into consideration the patient’s signs and 
symptoms. Preservation of the chest film is of vital 
importance to the patient. By comparing this film 


Fig. 5.—Left, small asymptomatic lesion, left midlung field, removed as carcinoma because it was not seen on annual film 
taken one year previously. Right, x-ray of same patient, apparently cured, nine years after removal of carcinoma. One 
mediastinal lymph node, positive for carcinoma, was removed in this patient. Opaque left lung field is typical of organized 
postpneumonectomy pleural space. Patient is now performing full-time office work 


Summary 


A practical classification of bronchogenic car- 
cinoma into (1) main bronchus, (2) lobar bronchus, 
(3) mid-lung, and (4) subpleural carcinoma has been 
based upon a study of 489 patients, of whom 291 
were subjected to thoracotomy. Main bronchus 
cancer occurred in 24% of the operated patients. 
Bronchoscopy was invariably positive and resection 
was carried out in 69% of the patients in whom an 
exploration was done. Lobar bronchus carcinoma 
was seen in 54% of the operated group. Bron- 
choscopy revealed the tumor in about one-third of 
the cases and there was a resectability of 61%. 
Mid-lung cancer was present in 11% of the op- 
erated cases. Bronchoscopy failed to show the 
tumor. In 94% of the operated cases resection was 
possible. Subpleural carcinoma occurred in 11% of 
the patients in the operated group and was beyond 
the limits of bronchoscopic visibility. Only 42% of 
the operated cases were resectable. 


with subsequent ones, slight changes indicative of 
early bronchogenic carcinoma may be detected. 
Greater effort must be made by all physicians who 
take chest roentgenograms to see that all of these 
films are preserved, microfilmed, or given to the 
patient. 
2010 Wilshire Blvd. (57) (Dr. Brewer). 
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SELECTIVE SEGMENTAL BRONCHOGRAPHY 


André Mackay, M.D., Armand Trépanier, M.D. 


Maurice R. Dufresne, M.D., Montreal, Canada 


The purpose of this paper is to present a method 
of bronchography which provides visualization of 
each bronchial segment and demonstrates the 
presence and, frequently, the exact nature of a 
pathological lesion. 


Anesthesia 


Thorough local anesthesia is achieved with use 
of pharyngeal sprays of a 2% solution of tetracaine 
(Pontocaine) hydrochloride or a 4% 
cocaine and intratracheal instillations of a 2% con- 
centration of lidocaine hydrochloride with epine- 
phrine. Premedication consists of (1) 0.1 Gm. (1'2 
grains) of secobarbital given one hour before the 
beginning of anesthesia, (2) 0.4 mg. (1/150 grains) 
of atropine sulfate when indicated, and (3) 60 mg. 
of alphaprodine (Prisilidene) hydrochloride at the 
beginning of anesthetization. The last-mentioned 
drug has many advantages over morphine in that 


solution of 


it does not produce nausea and its action is rapid 
(three to five minutes if injected hypodermically or 
30-60 seconds if intravenously). The short duration 
of its effects (approximately two hours) is useful in 
treatment of nonhospitalized patients. In addition, 
its dosage is adjustable to the needs of the patient. 


Catheters 


Since 1954, we have been using catheters de- 
signed in 1947 by Henri Metras.' 

These catheters, shown in figure 1, include the 
following: (1) a small, curved catheter for selectively 
making opaque the basal segments of the lower 
lobes; (2) a medium-sized curved catheter for use 


From the Chest Clinic, Notre-Dame Hospital. 

Based on a paper read before the Section on Radiology at the 105th 
Annual Meeting of the American Medical Association, Chicago, June 
12, 1956. 


The technique of bronchography here 
described has been used in 335 cases and 
has frequently demonstrated the exact na- 
ture of pulmonary lesions. Local pharyngeal 
anesthesia permits the insertion of a selected 
Metras catheter of appropriate shape and 
size whereby radiopaque substance can be 
placed selectively in parts of the lung, in- 
cluding the apical segment of each upper 
lobe, that were formerly inaccessible. The 
catheters are inserted during fluoroscopy; 
they are guided by the endoscopist while 
their position is verified by the radiologist. 
Abnormal images are observed and recorded 
instantly on spot films. The contrast medium 
used, aqueous Dionosil, was found to have 
several advantages; it seldom filled the 
alveoli and it disappeared rapidly from the 
bronchi. Complete bronchograms so obtained 
were valuable to the surgeon in delimiting 
his field while making sure of the complete 
excision of all diseased segments. 


in the middle lobe, the dorsal segment of the lower 
lobes, or the upper lobes as a whole, used for 
routine bronchograms; (3) a large, curved catheter 
for use in the apical segment of the upper lobes; 
and (4) two double curved catheters, the curves 
being in a different plane; one is used in the anterior 
segment of the right upper lobe or the posterior 
segment of the left upper lobe, and the other in the 
posterior segment of the right upper lobe or the 
lingula. 
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It was often impossible with the earlier catheters 
to reach the apical segment of each upper lobe, the 
lingula, and the anterior or posterior segments of 
the upper lobe; these can now be made opaque at 
will. This fact is even more striking when broncial 
distortion, tumor, or a ventilation defect is present. 
In normal lungs, inspiratory suction easily produces 
opacity of all the bronchopulmonary segments, re- 
gardless of the technique employed. 


Technique 


The appropriate Metras catheter is introduced 
with use of mirror vision (or vision through the 
bronchoscope) and later is guided with fluoroscopic 
control into the appropriate lung, lobe, and seg- 
ment. 

After the diseased segment has been made opaque 
(fig. 2), the bronchogram is completed with use of 
the same catheter. In certain favorable cases, a 
bilateral bronchogram is done, which seldom re- 
quires more than a total of 20 cc. of the radiopaque 
substance for both lungs. 


Fig. 1.—Metras catheters which permit any segment of 
either lung to be reached at will. 


Dionosil 

Since August, 1952, we have performed 335 
bronchograms with aqueous Dionosil (propyl ester 
of 3, 5 diiodo-4-pyridone-N-acetic acid in water 
suspension with carboxymethylcellulose added). It 
usually stops showing up on the chest films within 
48 hours.” We have observed no untoward reaction 
due this medium except a slight rise of temperature 
(1 F) the following day in about 5% of the cases.” 


Radiology 


It must be emphasized that a close cooperation 
between the endoscopist and the radiologist is es- 
sential for making a satisfactory bronchogram. Dur- 
ing fluoroscopy, the endoscopist guides the Metras 
catheter, with its position checked by the radi- 
ologist, into the desired segment. The radiologist 
judges the amount of dye to be injected to obtain 
double contrast pictures (fig. 3). This is easily done 
with Dionosil, which adheres readily to the bron- 
chial mucosa. If there is an important narrowing or 
complete stenosis, the bronchus is filled completely 
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to assure that nonopacity is not due to a faulty 
technique. Sometimes no dye passes the stenosis 
(fig. 4), but the catheter can be pushed through and 
thus both sides of the lesion can be visualized. 

Lateral and oblique spot films show more precise 
anatomic landmarks than the posteroanterior view. 
Except in obese patients, these are taken without 
the fixed grid and the exposure time can be low- 
ered to one-thirtieth of a second. 

Before withdrawing the catheter, the radiologist 
must see that for all segments of a lung injections 
have been made and recordings done, especially in 
patients with bronchiectasis. Then, standard pos- 
teroanterior, lateral, and oblique films are made. 
This technique may be more time consuming than 
others, but we believe that it can improve the diag- 
nostic accuracy of bronchography. 

Incomplete bronchograms are due to insufficient 
bronchial filling or to technical defects of the films. 
The blind postural technique usually employed 
often results in partial filling, even when no im- 
portant lesion is seen on the plain films. This can 
happen even more frequently if there exists a seg- 
mental or lobar lesion decreasing the ventilation 
of that portion of lung. There is also the possibility 
of the emptying of one or many segments between 
the time of injection of the opaque substance and 
the taking of the standard films. 

With the technique just described, abnormal 
images are observed and recorded instantly on spot- 
films. Moreover, the presence of a lesion may be 
suspected on the standard 14-by-17-in. radiographic 
bronchograms and the true nature or exact local- 
ization of this lesion may be realized only on a 
spot film with the correct projection (fig. 5). 

Fluoroscopy and spot films are just as important 
in the study of the bronchopulmonary tree as they 
are in the study of the gastrointestinal tract. A com- 
plete bronchogram on the first attempt will avoid 
tedious repetitions and may prevent unnecessary 
surgery in that the exact dissemination of the lesion 
is known; it will also permit complete excision of 
all the diseased segments. Dr. Overholt ** insisted 
on this aspect of the problem a few months ago, 
and we feel that a large responsibility in these cases 
rests with the radiologist-endoscopist team. 

Nordenstrém ‘ described in October, 1955, a new 
bronchographic technique with aqueous Dionosil. 
The patient is placed in the lateral position, and, 
with use of the fluoroscopic screen, 15-20 cc. of the 
opaque substance is injected rapidly into the main 
bronchus at the end of extreme expiration (fig. 6). 
The next inspiration coats the bronchi with a thin 
film of the opaque substance. The segments not 
injected are then filled selectively (fig. 7). However, 
we prefer to insert first the appropriate catheter 
into the segments in which pathology is suspected 
and then complete the bronchogram. Alveolar fill- 


ing seldom occurs, even when the bronchi are 


flooded (fig. 8). 
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Fig. 2.—A, Diseased middle lobe, into which the proper catheter has been inserted. B, the same catheter is used to com- 


plete the bronchogram. Fig. 3.—Spot film of left lung in right anterior oblique 
lingula and all segments of lower lobe in double-contrast 


lingula, which is narrowed 


view, showing fusiform bronchiectasis of 
Fig. 4.—A, stenosis of left upper lobe 
No dye has passed stenosis in spite of complete filling. B, 
the narrowing, making apical-posterior segment opaque. 
Fig. 5.—A, 


bronchus, beyond origin of 
catheter has veen pushed through 
Anterior segment was completely occupied by neoplastic mass. 
A, spot film in right posterior oblique view showing a cavity filled with Dionosil in anteromedial segment of middle 
lobe. B, standard film in left anterior oblique view few minutes later. Cavity 


visible. Fig. 6.—Nordenstrom’s technique. Fifteen cubic centimeters of Dionosil has been injected rapidly into right main 
bronchus at end of forceful expiration. Fig. 7.—Nordenstrom’s technique. A, inspiratory suction has filled all th 


all segments of 
the three lobes, except dorsal segment of the right lower lobe. B, this segment is then opacified selectively and film shows 
bronchiectasis. 


has completely emptied and is no longer 
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Summary 
Fluoroscopy and spot films are often necessary 
to visualize adequately a bronchopulmonary lesion 
and to assure that all segments of a lung have been 
injected, especially in patients with bronchiectasis. 


Fig. 8.—Absence of alveolar filling, even though bronchi 
are flooded. 


Special Metras catheters are useful in selectively 
reaching certain diseased segments. The coopera- 
tion of the radiologist and endoscopist is essential 
for a satisfactory bronchographic study. 

In 335 cases, aqueous Dionosil ( propyl ester of 3, 
5 diiodo-4-pyridone-N-acetic acid in water suspen- 
sion with carboxymethylcellulose added) proved 
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LINICAL MANIFESTATIONS OF HISTIOCYTOSIS X.—As a result of the 
case reports of histiocytosis X or normocholesteremic xanthomatosis published 
the past three decades, it has been possible to appreciate the protean mani- 

festations of this group of diseases. It is now apparent that these manifestations en- 

compass many Clinical fields and that the disease may be encountered in various spe- 
cialties. . . . Because of the manner in which they have evolved, the nosologic classi- 
fication and nomenclature of this group of diseases have been confusing. The three 
syndromes of eosinophilic granuloma, Hand-Schiiller-Christian disease and Letterer- 

Siwe disease, which were originally regarded as distinct entities, are now considered 

to be interrelated manifestations of a single malady. The term histiocytosis X has been 

suggested by Lichenstein to include these three diseases all of which are characterized 
pathologically by a histiocytic proliferation of unknown etiology. Thannhauser has 
used the terms “essential xanthomatosis of the normocholesteremic type” and “eosino- 

philic xanthomatous granuloma” as synonyms of histiocytosis X. . . . Histiocytosis X 

may now be considered along with tuberculosis, syphilis, neoplasia, lymphoma, sar- 

coidosis, and collagen disease as a disorder with protean manifestations. The organs 
or systems chiefly involved are bone, brain, lung, skin, reticuloendothelial system, 
and certain mucous membranes. The etiology of the group of diseases is unknown.— 

J. L. Dadey, M.D., and L. M. Hurxthal, M.D., Clinical Manifestations of Histiocy- 

tosis X in the Adult, Journal of Chronic Diseases, November, 1957. 


J.A.M.A., March 8, 1958 


to be the ideal bronchographic medium, at least for 
the time being, because it disappears rapidly from 
the bronchi, it produces double-contrast pictures, 
there is seldom alveolar filling, even when the bron- 
chi are flooded, there is no known sensitivity to this 
substance, as it does not break down into inorganic 
iodine, it causes little or no granulomatous reaction 
in the lung, and the irritation it produces on the 
bronchial mucosa can be symptomatically controlled 
by adequate premedication and local anesthesia. 


1560 Sherbrook St. E. (Dr. Mackay). 
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SMOKING AND DEATH RATES—REPORT ON FORTY-FOUR MONTHS 
OF FOLLOW-UP OF 187,783 MEN 


I. TOTAL MORTALITY 


E. Cuyler Hammond, Sc.D. 


Daniel Horn, Ph.D., New York 


This report gives an analysis of death rates in 
relation to the smoking habits of 187,783 men who 
have been traced for an average of 44 months. The 
first results of the study were presented when the 
subjects had been traced for 20 months.’ The major 
findings at that time were that (1) the death rate 
of cigarette smokers was far higher than the death 
rate of men who had never smoked cigarettes, and 
(2) deaths ascribed to cancer accounted for about 


one-quarter of the excess deaths among cigarette 


smokers, while deaths ascribed to coronary artery 
disease accounted for over one-half the excess. 

The study was continued for another two vears 
to check on the earlier findings and to obtain more 
detailed information on many points of interest, 
such as the effect of giving up smoking. The new 
information fully confirms the above findings. 

Part 1 of this report is concerned with total death 
rates in relation to smoking and with analysis 
aimed at determining the reliability of the findings 
Part 2 is concerned with death rates from specific 
diseases. 

Procedures 

After designing and pretesting a smoking ques- 
tionnaire, we trained over 22,000 American Cancer 
Society volunteers as researchers for the study 
Each researcher was asked to have the question- 
naire filled out by about 10 white men between the 
ages of 50 and 69 whom she knew well and would 
be able to trace. The researchers were told not to 
enroll a man if he was seriously ill or if thev knew 
he had lung cancer. Once a vear thereafter, they 
reported on each man as “alive,” “dead,” or “don't 
know” and recorded all changes of address. A copy 
or abstract of the death certificate was obtained on 
each death reported. Whenever cancer was men- 
tioned on a death certificate, further information 
was sought from the doctor, hospital, or tumor 
registry. The study area included 394 counties in 
nine states: California, Ilinois, lowa, Michigan, 
Minnesota, New Jersev, New York, Pennsylvania, 
and Wisconsin. 

The enrollment of subjects began on Jan. 1, 1952, 
and continued until the summer of that vear. A 
total of 204,547 smoking questionnaires were col- 

From the Statistical Research Section of the American Cancer So- 
oh summary of this paper was read in the General Scientific Meetings 
at the 106th Annual Meeting of the American Medical Association, 
New York, June 4, 1957. 


This is the first part of a two-part article to appear in consecutive 
issues of THE JOURNAL 


Total death rates in relation to smoking 
habits were studied in 187,783 men who 
were traced for an average of 44 months. 
Particular attention has been given to pos- 
sible sources of bias in the data. Inclusion 
of each man in the series was determined 
on the basis of a questionnaire; death cer- 
tificates were obtained on every one of the 
11,870 men recorded as dead at the end 
of the 44-month period of this study. A total 
of 4,406 deaths occurred among men with 
a history of regular cigarette smoking only. 
This was an excess of 1,783 over the num- 
ber that would have occurred had their age- 
specific death rate been the same as for 
men who never smoked. The mortality ratios 
were higher in the groups who smoked the 
largest number of packs per day, and ciga- 
rette smoking appeared to have far more 
effect on the death rate than did pipe or 
cigar smoking 


lected, but it was decided to exclude 6,288 men 
enrolled after May 31, 1952. An additional 8,396 
questionnaires were excluded because of duplica- 
tion, incompleteness of information, or administra- 
tive difficulty. Nine questionnaires, all showing a 
history of regular smoking, were sent to us with the 
notation that the men had cancer, seven being 
specified as lung cancer; these were also excluded. 
This left a net total of 189,854. About three-quarters 
of these subjects were enrolled between Feb. 9 and 
March 11, 1952, the mean date of enrollment being 
Feb. 27, 1952. 

Follow-up procedures were started on Nov. 1 of 
each year from 1952 through 1955. As of Oct. 31, 
1955, the volunteers had reported 175,913 (92.7% ) 
of the men as alive, 11,870 (6.2%) dead, and 2,071 
(1.1%) lost to follow-up. Thus, 187,783 were re- 
ported by the volunteers as traced. Those still alive 
as of Oct. 31, 1955, had been in the study for an 
average of 44 months. The total experience covered 
667,753 man-years, a suitable adjustment being 
made for the years of life lost by those who died. 

\ copy or abstract of the death certificate was 
eventually obtained on every one of the 11,870 
men recorded as dead. An additional 15 deaths 
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were reported by the volunteers, but, since we were smoked had the lowest death rate. Men with a 
unable to locate the death certificate or other off- history of regular cigarette smoking who also 
cial document to verify the fact, these were classi- smoked cigars and pipes had a death rate some- 
fied as lost to follow-up in the figures given above. = ~ a 
4200+ CIGARETS 
only 
Case 1.—Man-Years of Exposure to Risk by Type of L ACIGARETS 
Smoking (Lifetime History) and by Age at Start of Study 36007 | ond OTHER 
< CIGARS only 
Age Group, Yr 4 “1 PIPES only 


Type of Smoking 65-69 Total : 
Never smoked 32,920 27,817 21,892 115,884 
Occasional only 11,705 10,320 7,913 41,761 
11,057 11,906 11,580 43,041 = 
Pipes and cigars 8,727 9,219 7,858 33,249 
Cigars only .. Vis 14,862 13,049 10,818 51,480 
Cigarettes, pipes, and cigars 13,684 10,407 6,709 42,927 
Cigarettes and cigars ............ 10,229 6,925 4,644 32,000 
Cigarettes and pipes ............ 25,958 17,656 9,050 81,846 600 
94,630 70,225 40,569 20,141 22 


Subtotals Age nee Age 


50-54 55-59 60-64 65-69 
igurettes and other 49,871 34,988 20,403 156,773 


All regular cigarette sinokers ... 146,141 120,096 75,557 40,544 382,33) 


Fig. 1.—Total death rates by type of smoking (lifetime 
history) and by age at start of study. 


Haenszel, Shimkin, and Miller* have reported 


the results of a survey on smoking habits in a repre- what lower than that of men who smoked cigarettes 
sentative sample of the United States population only. The death rate of men who had smoked only 
conducted by the Census Bureau as a part of the pipes was just slightly above the rate for men who 
Current Population Survey in February, 1955. They never smoked. The death rate of cigar smokers was 
compared our findings with theirs for men in the slightly higher than that of pipe smokers. 

same age range. According to their analysis, the In order to summarize these findings, we com- 
two studies were in close agreement as to the pro- puted the number of deaths which would have 
portion of men with a history of regular cigarette occurred among men in each smoking category if 
smoking. their age-specific death rates had been exactly the 


same as those for men who never smoked. This will 
be referred to as the “expected” number of deaths. 


Death Rates by Type of Smoking 


Table 1 shows the number of man-years of ex- The observed number of deaths divided by the ex- 
posure to risk by type of smoking (lifetime history ) pected number gives the mortality ratio. By defini- 
and by five-year age groups. Throughout this re- tion, the mortality ratio for men who never smoked 
port, the age group always refers to the age of the is 1.00. In other words, the death rate of men who 


TaBLe 2.—Total Deaths and Death Rates Per 100,000 Man-Years by Type of Smoking (Lifetime History) 
and by Age at Start of Study 


Age Group, Yr 


60-44 65-69 Observed Vs. Expected” 
No. of Deaths 


No. of Death No. of Death No. of Death No. of Death 


Type of Sinoking Deaths Rate Deaths Rate Deaths Rute Deaths Rate Observed Expected Ratio 
218 656 375 1,139 138 1,575 613 1,644 144 1.00 
Ss 744 124 1,059 191 1,851 43 3,071 109 
612 139 1,257 200 L755 374 3,230 774 1.12 
46 618 117 1,341 168 1,822 234 2978 13 1.10 
Cigarettes, pipes, and cigars ............... 118 973 144 1,418 258 2,431 239 3.062 st ST 1.37 - 
97 951 144 1,408 171 2,469 163 3,510 1.36 
315 1,079 393 1514 448 2,537 375 4,144 1,531 1,018 1.) 
1,108 1,166 1,309 1,144 2.820 4406 623 1.68 
2,131 969 3,007 1,50 3,282 2,220 340) 3429 11,870 8,858 1.34 
Subtotals 
5380 1,029 731 1,466 aT? 247 777 3,808 910 (P28 1.42 
All regular cigarette smokers .............. 1,633 1,117 2,040 1,699 2,016 2,668 1,627 4,013 7,316 $651 1.57 


* Calculated by applying age-specific death rates of men who never smoked to man-years of exposure to risk of smokers in each category 


men at the time they were enrolled in 1952. Table never smoked is taken as a control against which 


2 shows the corresponding number of deaths and the death rates of men in various smoking catego- 
death rates per 100,000 man-years. ries are compared ( fig. 2). 

In all four age groups, by far the highest death A total of 4,406 deaths occurred among men with 
rate was that for men with a history of regular a history of regular cigarette smoking only. Only 


cigarette smoking only (fig. 1). Men who never 2,623 of these men would have died between Jan- 
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uary, 1952, and October, 1955, had their age- 
specific death rate been the same as for men who 
never smoked. This difference of 1,783 deaths is 
statistically significant (p<0.001). The mortality 
ratio (4,406 — 2,623) is 1.68. In other words, the 
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NEVER PIPE CIGARET CIGARET 
Smoked Only Only & Other 
Observed 1644 774 4406 2910 


Expected 1644 694 2623 2028 


Fig. 2.—Mortality ratios for total deaths by type of smok- 


ing. 


death rate of these cigarette smokers 68% 
higher than the death rate of a comparable group 


of men who never smoked, age being taken into 


Was 


consideration. 

The mortality ratio was 1.43 for men with a his- 
tory of regular cigarette smoking who also smoked 
cigars or pipes, there being 2,910 observed against 
2,028 expected deaths. This difference is statistically 
significant (p<0.001). It is interesting that these 
men with mixed smoking habits had somewhat 
lower death rates than men who smoked cigarettes 
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55-539 60-64 65-69 


Fig. 3.—Total death rates by current amount of cigarette 
smoking at time of questioning and by age. 


only. This is partly due to the fact that there were 
fewer heavy cigarette smokers among those with 
mixed habits than among those who smoked ciga- 
rettes only. However, this does not entirely account 
for the difference. 
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The mortality ratio was 1.22 for men with a 
history of cigar smoking only (925 observed deaths 
against 761 expected deaths ). The difference is sta- 
tistically significant (p<0.001). For men with a 
history of regular pipe smoking only, there were 
774 observed deaths, compared with 694 expected 
deaths, giving a mortality ratio of only 1.12. While 
this difference is significant (p< 0.02), the effect of 
pipe smoking seems to be small as compared with 
the effect of cigarette smoking. 

646 deaths occurred among men with a history of 
occasional smoking as compared with 595 expected 
deaths. This difference is not statistically significant 
(p=0.08). It appears that occasional smoking has 
little, if any, effect on death rate. 


Death Rates by Amount of Cigarette Smoking 

The men with a history of regular cigarette 
smoking only were classified by their current 
amount of cigarette smoking at the time of ques- 
tioning in 1952. In all four age groups the death 
rates increased markedly with amount of cigarette 


MORTALITY RATIO 
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Fig. 4.—Mortality ratios for total number of deaths by 
current amount (1952) of cigarette smoking. 


smoking (table 3 and fig. 3). The mortality ratio 
rose from 1.00 for men who never smoked to 1.34 
for smokers of under one-half pack a day, to 1.70 
for smokers of one-half to one pack a day, to 1.96 
for smokers of one to two packs a day, and to 2.23 
for smokers of two packs or more a day (fig, 4). 
In other words, the death rate of men smoking 
regularly at a rate of less than one-half pack of 
cigarettes a day was 34% higher than that of men 
who never smoked, the death rate of men smoking 
one to two packs a day was 96% higher than that 
of men who never smoked, and the death rate of 
men smoking two packs or more a day was 123% 
higher than that of men who never smoked. 

The findings for men with a history of having 
smoked cigarettes regularly and pipes or cigars as 
well are shown in table 3 by amount of cigarette 
smoking in 1952. The amount of pipe and cigar 
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smoking of these men with mixed habits has been 
disregarded because (1) cigarette smoking appears 
to have far more effect on the death rate than pipe 
or cigar smoking and (2) we know of no meaning- 
ful way to convert number of cigars or number of 
pipefuls of tobacco into equivalent numbers of cig- 
arettes. Again it is seen that the death rate increases 
with the amount of cigarette smoking but not quite 
so uniformly as for men with a history of cigarette 
smoking only. Holding the current amount of ciga- 
rette smoking constant, the men with mixed smok- 
ing habits had a death rate 11% lower than men 
with a history of cigarette smoking only. This was 
largely accounted for by men who were currently 
smoking both cigars and cigarettes in 1952, this 
group having a death rate 29% lower than that of 
men with a history of regular cigarette smoking 
only. 


J.A.M.A., March 8, 1958 


habit entirely or had cut down to occasional smok- 
ing. For comparison, table 4 also shows the number 
of deaths and death rates for men who were still 
smoking regularly in 1952 and for men who never 
smoked. 

The men with a history of regular cigarette 
smoking who were not smoking cigarettes regularly 
in 1952 had a death rate lower than that of men 
who were still smoking cigarettes regularly but 
higher than that of men who had never smoked. 
What is more surprising, the cigar smokers and the 
pipe smokers who gave up the habit had death 
rates higher than those of men who were still smok- 
ing cigars or pipes regularly. The interpretation of 
these comparisons is complicated by the fact that 
illness is one of the reasons why a person may give 
up smoking. However, a more detailed analysis of 
the data clarifies the picture. 


TaBLE 3.—Total Deaths and Death Rates Per 100,000 Man-Years by Amount of Smoking and by Age at Start of Study 


Age Group, Yr 
Observed Vs. Expected* 
No. of Deaths 


55-59 65-69 


No. of Death No. of Death No. of Death No. of Death - 
Daily Amount of Smoking Deaths Rate Deaths Rate Deaths Rate Deaths Rate 
Cigarette smoking only 
pack 937 1,305 2,208 
16-1 pack 1,128 1,875 2 875 
1-2 packs 3K 1.386 22 2 083 3,404 


Observed Expected I 


“+ packs 7 1,511 3,238 2458 


Uncertain ... 


1-2 packs 
2+ packs ....... 
Uncertaio 


Cigar smoking only 
1-4 cigars 
{+ cigars .... 
Uncertain 


Total 


Pipe smokine only 
1-10 pipefuls . 
10+ pipefuls ... 
Uneertain 


Total .... 


Nonsmokers 


391 
2,745 
l4 

3,120 ooo 


438 1,575 613 2,800 1644 1,644 


* Calculated by applying age-specific death rates of men who never smoked to man-years of exposure to risk of smokers in each category 


The death rates of cigar smokers who smoked no 
more than 4 cigars a day and of pipe smokers who 
smoked no more than 10 pipefuls of tobacco a day 
differed very little from the death rate of men who 
never smoked. However, cigar smokers and pipe 
smokers who smoked more than this amount had 
death rates significantly higher than men who never 
smoked (p<0.005 for cigar smokers and p—0.05 
for pipe smokers ). 


Death Rates for Exsmokers 


Table 4 shows the number of deaths and death 
rates for men with a history of regular smoking 
who said in 1952 that they either had given up the 


A total of 10,095 men with a history of regular 
cigarette smoking only said that they had stopped 
smoking. These men were classified by the length 
of time since they last smoked, i. e., under 1 year, 
1-10 years, and 10 or more years, and by their 
maximum previous amount of cigarette smoking, 
i. e., under one pack a day and one pack or more 
a day (fig. 5). Those who said that they had 
stopped smoking cigarettes less than a year before 
they were questioned had a higher death rate than 
those who were still smoking. In our opinion, this 
reflects the effect of health on smoking habits rather 
than the reverse; that is, some people give up 


4 
‘ 
a 
Bee 
Mixed Sioking 
172 1,012 235 1,404 2R2 2 ASG 274 1.49 
116 1,250 144 1,832 134 S71 "3 1,110 487 287 1.70 
28 1 466 35 2,474 22 2469 14 3,431 1.83 
_ - - - - 
30 789 69 1,731 63 1,951 67 2.940 185 1.24 
72 678 159 1,331 177 1,727 45 2,970 653 598 1.09 
2 782 46 1,466 66 2,235 72 1.19 
42 606 107 1,14 168 1,762 292 1.09 
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smoking only because they are ill. There were 
probably some such men among those who had 
stopped smoking less than a vear before the study 
was begun. This would account for the high death 
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sumption of cigarettes. The following three sets of 
comparisons show mortality ratios in relation to 
change in the amount of cigarette smoking. The 
first comparison indicates that (1) for those cur- 


TaBLe 4.—Total Deaths and Death Rates Per 100,000 Man-Years by History of Regular Smoking in Relation to 
Current Smoking in 1952 and by Age at Start of Study 


(Current 
Smoking 


History of 
gt in 1952 


Regular Smoking No. of Death 


Deaths Rate 
Nonet 915 
Oceasionalt 2 
Regulart 1,108 
Nonet 
Oceasionalt 
Regulart 
None? 


No. of 
Deaths 


arettes only 1s} 


arettes and other 


Regular} 
Nones 
Occasionals 
Regular$ 
None 


Pipes only 


Never smoked 


918 


Age 


Death No 


Rate 


665 
1,14 
1,139 


iroup, Yr 


wserved Vs. Expected” 
No. of Deaths 
Death No. of 
Rate Deaths Observed Expected 
1438 3,796 62 438 
3,483 


4.350 


Death 
Rate Ratio 
1.43 


14 


Deaths 


3,361 
3.678 
4,038 
4,379 
4,621 
O70 
3,939 
19 


2,201 


3,120 


13 
4358 144 


1,644 


* Caleulated by applying age-specific death 1 
igarette smoking. 
r smoking 
Pipe smoking 


ites of men 


rate in this group. However, men who had stopped 
smoking for a vear or longer had a lower death rate 
than those who continued to smoke regularly. 

The mortality ratio was 1.61 for men who were 
currently smoking less than one pack a day of cig- 
arettes in 1952. Mortality ratios for exsmokers who 
had previously smoked at this level were (1) 2.04 
for those who had stopped smoking for less than 
one year, (2) 1.30 for those who had stopped smok- 
ing for 1 to 10 years, and (3) 1.08 for those who 
had stopped smoking for 10 vears or longer. The 
drop in the mortality ratio from 1.61 to 1.08 is 
statistically significant (p< 0.001). 

The mortality ratio was 2.02 for men who were 
currently smoking one pack or more a day of ciga- 
rettes in 1952. The mortality ratios for exsmokers 
who had previously srnoked at this level were (1) 
2.69 for those who had stopped smoking for less 
than one year, (2) 1.82 for those who had stopped 
smoking for 1 to 10 vears, and (3) 1.50 for those 
who had stopped smoking for 10 years or longer. 
The drop in the mortality ratio from 2.02 to 1.50 
is statistically significant (p< 0.02). 

Cigar smokers who had given up the habit less 
than a year before the questioning also had a high 
death rate. The rate dropped for those with more 
than a year of abstinence but remained relatively 
high. The picture for pipe smokers was roughly the 
same. 

Death Rates for Those Who Reduced 
Amount of Smoking 


A considerable number of men with a history of 
regular cigarette smoking only smoked cigarettes 
regularly in 1952 but had cut down on their con- 


1oke 


d to man-vears of ach category 


exposure to risk of smokers in e 


rently smoking one-half pack or more of cigarettes 


a day the mortality ratio was 1.82 (3,159 observed 


deaths and 1,740 expected deaths), (2) for those 
currently smoking less than one-half pack of ciga- 
rettes a day who had cut down from a higher 
amount the mortality ratio was 1.71 (133 observed 
deaths and 78 expected deaths), and (3) for those 
currently smoking less than one-half pack of ciga- 
EX-CIGARETTE 
SMONKERS IN 1952 

1 


EX-CIGARETTE 269 


SMOKERS IN 1952 
SWPPED STOPPED STOPFED 
ves 


204 


MORTALITY RATIO 


SMOKED <1°K A DAY 


2303 141 
1431 130 

Fig. 5.—Mortality ratios for total number of deaths of 
men who had stopped smoking cigarettes compared with 
those for men who never smoked and those for men still 
smoking cigarettes in 1952. 
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rettes a day who had never regularly smoked any 
higher amount the mortality ratio was 1.24 (337 
observed deaths and 272 expected deaths ). 

The second comparison indicates that (1) for 
those currently smoking one pack or more of cig- 
arettes a day the mortality ratio was 2.02 (1,326 
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observed deaths and 658 expected deaths), (2) for 
those currently smoking one-half to one pack of 
cigarettes a day who had cut down from a higher 
amount the mortality ratio was 1.96 (239 observed 
deaths and 122 expected deaths ), and (3) for those 
currently smoking one-half to one pack of cigarettes 
a day who had never regularly smoked any higher 
amount the mortality ratio was 1.66 (1,594 ob- 
served deaths and 959 expected deaths ). 

The third comparison indicates that (1) for those 
currently smoking two or more packs of cigarettes 
a day the mortality ratio was 2.23 (263 observed 
deaths and 118 expected deaths ), (2) for those cur- 
rently smoking one to two packs of cigarettes a day 
who had cut down from a higher amount the mor- 
tality ratio was 3.16 (142 observed deaths and 45 
expected deaths), and (3) for those currently 
smoking one to two packs of cigarettes a day who 
had never regularly smoked any higher amount the 
mortality ratio was 1.86 (921 observed deaths and 
495 expected deaths ). 

As shown above, those who had smoked two or 
more packs of cigarettes a day and who had cut 
down to one to two packs a day had a higher mor- 
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TABLE 5.—Observed Versus Expected® Number of Deaths by Current Amount of Cigarette Smoking and by Years of 
Cigarette Smokingt 


J.A.M.A., March 8, 1958 


under 20 years old, 33.8% said that they began 
when they were in their 20's, and only 7.2% said 
that they began when they were 30 years old or 
older. The amount of smoking in 1952 seemed to 
be somewhat related to the ages at which the men 
began smoking. For example, only 32.7% of those 
who smoked one pack or more of cigarettes a day 
began smoking after the age of 19. By comparison, 
54.1% of those who smoked less than one-half pack 
a day began smoking after the age of 19. The men 
in the age groups 50-54 and 55-59 began smoking 
at a somewhat younger age, on the average, than 
the men in the age groups 60-64 and 65-69. 
Those who had smoked cigarettes regularly, but 
who had stopped smoking, had, on the average, 
started smoking at about the same ages as men who 
were smoking cigarettes regularly in 1952. For ex- 
ample, 40% of those who had stopped smoking 
started smoking after the age of 19. By comparison, 
41% of those currently smoking cigarettes regularly 
had started smoking after the age of 19. Men with 
mixed smoking habits (i. e., cigarette and other) 
began smoking cigarettes at just about the same 
ages as men who smoked cigarettes only. 


Amount Per Day Observed Expected Ratio 
123 83 1.48 


B 4 


Deaths by Duration of Smoking, Yr 


Observed 


25-34 35+ 
Expected Ratio Observed Expected Ratio 
114 SS 1.30 226 1.42 
158 4 1.75 1,226 721 1.70 
2338 130 1.95 746 378 1.97 


85 2.39 


58 2.12 203 


+ Men with history of recular cigarette smoking only 


tality ratio than those who were currently smoking 
two or more packs of cigarettes a day. The most 
reasonable explanation would appear to be that 
some of the heavy smokers who cut down slightly 
did so because of illness or serious symptoms. 

The mortality ratio of men who cut down from 
higher amounts to one-half to one pack of cigarettes a 
day was a trifle lower than the mortality ratio of men 
who did not cut down. The mortality ratio of men 
who cut down from higher amounts to less than 
one-half pack a day was appreciably lower than the 
mortality ratio of those who did not cut down. 

All things considered, these figures suggest that 
cutting down from a high amount to a low amount 
of cigarette smoking results in a reduction of the 
death rate. Unfortunately, data are not available 
to make a more detailed analysis by time relation- 
ships, as was done in the case of men who stopped 
smoking altogether. 

Duration of Smoking 

Of the men with a history of regular cigarette 
smoking only who in 1952 were smoking regularly, 
59% said that they began smoking when they were 


* Caleulated by applying age-specific death rates of men who never smoked to man-years ot exposure to risk of smokers in each category 
Men who did not state amount or duration of smoking are omitted from table 


Table 5 shows the number of observed and ex- 
pected deaths and mortality ratios for men with a 
history of regular cigarette smoking only by current 
amount of smoking and by years of smoking. There 
appears to be an upward trend in mortality ratios 
with years of smoking for men currently smoking 
less than one-half pack of cigarettes a day. Some 
of these men had previously smoked more than one- 
half pack a day and then cut down to less. Among 
men smoking one-half to one pack of cigarettes a 
day, the mortality ratio was less for those who had 
smoked less than 25 years than for those who had 
smoked 25 years or longer, but the difference is not 
statistically significant. The mortality ratios do not 
appear to be related to the years of smoking of men 
currently smoking one pack or more of cigarettes a 
day. Unfortunately, there are not enough cases to 
make a detailed analysis of the three variables: (1) 
years of smoking, (2) current amount of smoking, 
and (3) maximum amount of smoking. For this 
reason, one should be cautious in interpreting these 
figures. 
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Urban Versus Rural 


The men were classified into the following tour 
groups according to the addresses given on the 
smoking questionnaires collected in 1952: 1. Cities 
of over 50,000 population. This included men from 
Los Angeles, San Francisco, Minneapolis, Chicago, 
Detroit, Buffalo, Rochester, Svracuse, Pittsburgh. 
Newark, and other large cities. 2. Cities of 10,000 


TABLE 6.—Man-Years of Exposure to Risk, Initial Number 
of Men, and Percentage Distribution of Initial Popula 
tion by Smoking Habits for Each of Four Areas 


Age Group, Y1 


igars and pipes, 
Cigarettes, 
Cigarettes, 1 pack or 
day, ‘ 
Rural 
Man-years 
Initial No. of 
Never smoked or 
only, 
Cigars and pipes, 
Cigarettes, 
Cigarettes, 1 pack o1 


day, 


"Includes men who smoked cigars or pipes 


to 50,000 population. 3. Towns and suburbs. This 
is a mixed group of men living in towns of 2,500 
to 10,000 population and men living in towns or 
rural areas in metropolitan counties as defined in 
the 1950 census of the United States. Undoubtedly, 
many of these men live in a small town but com- 
mute to work in a large city. 4. Rural areas. This 
group consisted of men with rural route addresses 
in nonmetropolitan counties and towns of under 
2,500 population in nonmetropolitan counties. 

We were unable to classify 2,241 of the men in 
this way because their addresses were not satisfac- 
tory for the purpose. 

Table 6 shows the percentage distribution of the 
initial population in each of the groups by smoking 
habits and by age, and table 7 shows the number 
of deaths and death rates by smoking habits for 


each of the four areas described above. Since each 
of these groups is only about one-fourth the total 
population. we combined several smoking cate- 
gories in order to obtain more stable rates. The 
age-specific death rate of the combined group 
(those who never smoked and those who smoked 
occasionally only) was used as a basis for com- 
puting the expected number of deaths and mor- 
tality ratios. 

Regardless of type of locality, cigarette smokers 
had a much higher death rate than men who had 
not smoked regularly. This was true in all four age 
groups in all four areas. With the age-specific death 
rate of the combined group used as a basis for com- 
parison, the mortality ratios for the cigarette smok- 
ers were almost identical in three of the four areas 
The mortality ratios were higher among men living 
in cities of 10,000 to 50,000 population than among 
men in the other areas, but the difference in mor- 
tality ratios is not statistically significant (p—0.63 

Death rates in rural areas of the United States 
generally tend to be somewhat lower than death 
rates in cities.” Disregarding smoking habits, the 
total death rate was lower in the rural area than 
in cities of 50,000 or more population in three of 
the four age groups. Standardized to the age dis- 
tribution of the 1954 computation of the white male 
population of the United States, the death rate for 
men in the rural area was 1,769 per 100,000 per 
vear, as compared with 1,931 per 100,000 per year 
for men in cities of 50,000 or more population, a 
difference of 9.2%. However, there was a smaller 


proportion of cigarette smokers and a larger pro- 


portion of men who never smoked or smoked only 
occasionally in rural areas than in large cities (table 
6). Haenszel, Shimkin, and Miller’ also found this 
to be true for the United States as a whole. 
Standardizing the figures for smoking habits as well 
as for age, the death rate was 1,820 in the rural 
group, as compared with 1,884 in cities of 50,000 
or more population, a difference of only 3.5%. In 
other words, about three-fifths of the difference in 
age-standardized death rates between the rural 
population and the large city population disap- 
peared when smoking habits were equated 
Analysis by States 

An analysis of death rates by smoking habits has 
been made separately for each of the nine states in 
which the study was conducted. Smoking groups 
were combined in the same way as previously de- 
scribed for the urban-rural analysis. In all four age 
groups in each of the nine states the death rate of 
men with a history of regular cigarette smoking 
was higher than the death rate of men who had 
never smoked or smoked only occasionally. Like- 
wise, the death rate of smokers of one pack or 
more of cigarettes a day was consistently higher 
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than the death rate of men who smoked cigarettes 
but in lesser amounts. Comparing the combined 
group with smokers of one pack or more of ciga- 
rettes a day, the mortality ratios by state were as 
follows: California, 2.21; Illinois, 2.02; Iowa, 2.18; 
Michigan, 1.73; Minnesota, 1.60; New Jersey, 2.20; 
New York, 1.85; Pennsylvania, 1.70; and Wisconsin, 
1.72. This variation is no greater than would be ex- 
pected considering the size of the samples 
(p=0.45). 
Comparison of Study Periods 

One of the purposes of continuing the study for 
another two vears after the publication of our first 
findings was to determine whether any appreciable 
changes would occur in the mortality ratios (i. e., 
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TaBie 7.—Total Deaths and Death Rates per 100,000 Man-Years by Smoking Habits, by Age at Start of Study, and by Area 


J.A.M.A., March 8, 1958 


close in the two periods, except that the mortality 
ratios for smokers were in general a trifle higher in 
the last two years than in the earlier period. How- 
ever, the differences are not statistically significant. 


Independent Check on Follow-up 


We anticipated that some of the volunteer re- 
searchers might be inclined to assume that the 
subjects (most of whom were close friends or rela- 
tives) were alive until they heard to the contrary. 
This difficulty was most likely to arise in the case 
of subjects who moved. As a safeguard, we asked 
the researchers to record all changes of address. 

In order to make an independent check of the 
follow-up work done by the researchers, we se- 
lected a sample of 38,583 men from three groups: 


No. of Death No. of 


Area and Smoking Category Deaths Rate Deaths 
Cities, 50,000+ population 
Never smoked or occasional only 74 120 


Cigarettes, 1+ packs 


Cities, 10,000-50,000 population 
Never smoked or occasional only 62 623 16 


Cigarettes, 1+ packst ... 


Towns and suburbs 
Never smoked or occasional only ........ 
33 65? 132 


Rural 


Never smoked or oceasional only ........ 9 rei) 143 
Cigars, pipes ....... 45 726 112 
Cigarettes? ......... 835 


Age Group, Yr 


Death No. of Death No. of Death 


Observed Vs. Expected* 
No. of Deaths 


65-69 


Deaths Rate Deaths Rate Observed Expected Ratio 
126 1,793 140 SOs 440 140 1.00 
135 180 3.057 199 176 1.05 
447 4,385 1,911 1,287 1.48 
S14 37 3.648 ? 1.29 


18 1.871 3,125 638 638 1.00 


179 1,030 "1 3,092 625 


244 $204 


2,176 973 3.589 3.210 2 1.28 


115 2.044 41.919 To 1.22 


193 1514 207 2 979 732 732 1.00 
1,737 97 3,367 520 1.18 
3,346 


> 799 


3,185 2,995 2,279 


2,125 


of smokers in each category 
+ Includes men who smoked cigars or pipes as well as cigarettes 


the death rates of smokers are compared with the 
death rate of nonsmokers). As of the cut-off date 
for receiving data presented in our first report, the 
volunteers had reported 4,854 deaths occurring in 
the period from January, 1952, through October, 
1953. Subsequent information received from the 
volunteers raised this to a total of 5,066. They re- 
ported 6,804 deaths which occurred during the next 
two years (i. e., from November, 1953, through 
October, 1955). Table 8 shows the number of 
deaths and death rates for each of these two periods 
for several smoking categories. The relationships 
between smoking habits and death rates were quite 


* Caleulated by applying age-specific death rates of men who never smoked or who smoked occasionally only to man-years of exposure to risk 


(1) a representative sample of 60% of the men 
who said that they had never smoked, (2) all of 
the men with a history of regular cigarette smok- 
ing only who were currently smoking one to two 
packs of cigarettes a day in 1952, and (3) all of 
the men who were currently smoking two or more 
packs of cigarettes a day in 1952. For the sake of 
brevity, we refer to these last two groups combined 
as “heavy cigarette smokers.” In the first week of 
November, 1955, we mailed a brief questionnaire 
(asking current cigarette smoking habits and date 
of birth) to all of these subjects except those 
whom we knew to be dead. The following request 
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was printed on the face of the questionnaire: “It 
the man whose name appears on the other side of 
this card is dead, check here and return this card.” 
In order to obtain as complete coverage as pos- 
sible, five successive mailings were used, the last 
being certified mail requiring that the addressee 
sign a receipt card which was returned to us by 
the post office. By the end of this mailing process, 
we had obtained information on all but 2,135 of the 
38,583 men in the sample. Records on these 2,135 
men were sent to the respective divisions of the 
American Cancer Society for further checking, and 
1,428 of them were found. Thus, 37,876 of the men 
were successfully traced (98.2% of the sample) 
Independently of this, the volunteers sent us rou- 
tine follow-up reports on these men, together with 
reports on all the other men in the study. 


TaBL_e 8.—Comparison of Total Deaths and Death Rates Per 100,000 Man-Years 
at Start of Study in Periods January, 1952, through October, 1953, and November, 1953, through October, 1955 
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searchers are as close as could be expected on the 
basis of sampling variation (p—0.38). Further- 
more, the failure of the volunteers to report some 
deaths had only a trivial effect on the mortality 
ratios, as indicated by the following comparisons. 

First, we applied the age-specific death rate for 
men who never smoked to the man-years of ex- 
posure to risk of heavy cigarette smokers, consider- 
ing only the reports submitted by the volunteers. 
This gave 1,425 observed deaths versus 712 ex- 
pected deaths, a mortality ratio of 2.00. Next, we 
carried out the same procedure, including all 
deaths but including as alive only those so reported 
both by volunteers and by independent tracing. 
This gave 1,497 observed deaths versus 744 ex- 
pected deaths, a mortality ratio of 2.01. Finally, 
we considered all cases traced by either one of the 


for Selected Smoking Categories by Age 


Death 
ing Category Deaths Rute Deaths 


Jan., 1952-Oct., 1953 
Never smoked 611 139 


Cigar ‘ 

l packs a day 

Cigarettes only 


packs a day 17 1 18] 


Total 


Nov., 1953-Oct., 1955 

Never smoked ; 1 693 

Pipes only ~ O07 

Cigars only . 1% 

Cigarettes and other 1,113 112 
1+ packs a day 9 1,523 11 

Cigarettes only 6 1,276 738 
1+ packs a day 1 1,558 { 


Total 1,248 14g 1,700 


» V1 


Death 
Deaths Rate Deaths Rute Observed Expected Ratio 


1.4 
740 17 
7¢ 0 bl 1.9 


7 1,782 1.00 
f 1,970 44 447 1.14 
7 131 1.24 

158 4s l 1.46 

91 O77 4.6198 19. 1,79 
1.67 


* Calculated by applying age-specific death rates of men who never 


We found that there was a time lag in the re- 
porting of some deaths by the volunteers. Usually 
about 7% of the deaths were reported one follow- 
up later than they should have been reported. The 
volunteers missed less than 3% of deaths which 
they had had two or more opportunities to report. 
For the entire period, the underreporting of deaths 
by the volunteers amounted to only 5.1%. The most 
important finding of this checking procedure was 
that failure of the volunteers to report some deaths 
was unrelated to the smoking habits of the men. 

A total of 1,031 deaths occurred among men who 
never smoked, of which 973 (94.4% ) were reported 
by the volunteers and 58 (5.6%) were found by 
independent tracing. A total of 1,497 deaths oc- 
curred among the heavy cigarette smokers, of which 
1,425 (95.2%) were reported by the volunteers 
and 72 (4.8%) were found by independent tracing. 
The percentages of deaths not reported by the re- 


— 


oked to man-years of exposure to risk of smokers in each category 


two procedures. This gave 1,497 observed deaths 
versus 752 expected deaths, a mortality ratio of 1.99. 

Time Trends.—Table 9 shows the comparison of 
death rates for men who never smoked and for 
heavy cigarette smokers with the death rate for 
white males in the United States in two periods 
of time: January, 1952, through October, 1953, and 
November, 1953, through October, 1955. The fig- 
ures for males in the United States have been ad- 
justed for aging of the population and for seasonal 
variation. The figures in this study include all the 
men traced by the volunteers, by independent 
tracing, or by both. 

The death rate of the men who never smoked 
was far lower than the death rate in the United 
States in all four age groups in both periods of 
time. The ratio of the death rate of men who never 
smoked to the death rate in the United States rose 
somewhat with time in all four age groups. 
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The death rate of the heavy cigarette smokers 
was slightly less than the rate in the United States in 
three of the four age groups in the first time period. 
However, in the second time period the death 
rate of the heavy cigarette smokers was higher 
than the rate for white males in the United States 
by amounts ranging from 7% in the age group 
65-69 to 19% in the age group 55-59. The reason 
for the relative rise in death rates of the study 
population will be discussed later in this report. 

Age.—It is well known that age, as recorded on 
death certificates, is not always correct; therefore, 
we were not surprised to find that the age as re- 
corded on the death certificate did not always 
agree with the age entered on the smoking ques- 
tionnaire in 1952. We also found some differences 
between age as recorded on the original question- 
naire in 1952 and date of birth as recorded on the 
mailed questionnaire used for the independent 
check on follow-up. 

In order to determine whether discrepancies in 
the recording of age could have had any appreci- 
able effect on the results of the study, we computed 


TABLE 9.—Comparison of Death Rates per 100,000 Man- 

Years of Men Who Never Smoked and of Heavy Cigarette 

Smokers by Age at Start of Study With That of Equivalent 
White Male Population of United States 


Age Group, Yr 


— 


65-09 
Jan. 1952-Oct. 1953 

1. Death rate: never smoked avai Ho 1,016 1,365 2,613 
2. Death rate: heavy cigarette smokers 1,222 2,140 2,707 3,856 
%. Death rate: U. S. white males .... 1,288 2,006 = 2.991 4,354 
0.95 1.07 O91 0.89 


Nov. 1958-Ocet. 1955 
1. Death rate: never smoked = Ti7 1,253 1,781 3,280 


2. Death rate: heavy cigarette smokers 1,659 2,632 4,031 5,246 
3. Death rate: U. S. white males ..... 1,439 2.210 4,895 
Ratio: 1 + 3 Hix O54 0.57 0.52 0.67 
1.15 1.19 1.18 1.07 


the mortality ratio of heavy cigarette smokers as 
compared to men who never smoked in three dif- 
ferent ways. First, we made an analysis including 
all traced subjects and assuming that the original 
statement of age was correct. This gave a mortality 
ratio of 1.99. Second, we made an analysis confined 
to those cases where the information on the mailed 
questionnaire or death certificate was in agreement 
with the age as originally stated. This was true of 
89% of the cases. The mortality ratio was 2.07. 
Finally, we made an analysis assuming that the 
information on the mailed questionnaire or death 
certificate was correct regardless of the age re- 
corded on the original questionnaire. This also gave 
a mortality ratio of 2.07. 

As shown above, the analysis based on the as- 
sumption that the original statement of age was 
correct gave the lowest mortality ratio. Therefore, 
it appears that if there was a small systematic bias 
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in age as originally stated, it was in such a direc- 
tion as to produce an underestimate of the degree 
of association between death rate and heavy ciga- 
rette smoking. 

Second Independent Check on Follow-up.—To 
make doubly sure that no error was introduced by 
underreporting of deaths, all of the subjects with 
New Jersey addresses were checked against the 
entire list of deaths occurring in the state of New 
Jersey in 1954 and 1955. This was accomplished 
through the cooperation of Dr. Marguerite F. Hall, 
Director of the Division of Vital Statistics and 
Administration of the New Jersey State Department 
of Health. Among those subjects previously traced 
in two wavs, no deaths were found which were not 
either reported by the volunteers or discovered in 
the mail tracing. 


Effect of Screening Out II] Men 


In retrospective studies of habits in relation to 
disease, subjects are not questioned until after they 
become ill. Conceivably, illness could bias the way 
in which a person answers questions about his 
habits. In designing this prospective study, we 
sought to avoid this possibility. It was for this rea- 
son that we instructed the volunteers not to enroll 
a man if they knew he had lung cancer or if he 
was seriously ill from any disease. Obviously, this 
procedure was not as efficient as screening pros- 
pective subjects by medical examinations (which 
was not feasible). Nevertheless, the results indicate 
that the volunteers were conscientious in carrving 
out their instructions. This is shown by the follow- 
ing figures. 

Only 24 of the 187,783 men died within one week 
after they were questioned; 38 died in the second 
week, 36 in the third week, 46 in the fourth week, 
and 45 in the fifth week. Of the 24 who died in the 
first week, none died of cancer, 16 of heart attacks, 
3 of cerebral hemorrhage, and 5 of various other 
causes. Only 12 men died of cancer within one 
month after they were questioned; 19 died in the 
second month, 27 in the third month, 30 in the 
fourth, and 35.in the fifth month. Deaths occurring 
in the first several weeks were predominantly due 
to relatively sudden causes (e. g., heart attacks, 
strokes, and accidents ). Although a few men died 
of cancer within a short time after they were ques- 
tioned, a study of the records indicates that it is 
unlikely that the volunteers who enrolled them 
knew that they had cancer. For example, one man 
had a thoracotomy nine days after he was enrolled 
in the study. It was found that he had lung cancer, 
and he died five days later. 

The exclusion of seriously ill men naturally re- 
sulted in very low death rates in the early part 
of the study. It is generally agreed by actuaries 
that the selective effect of screening out sick per- 
sons by medical examination is great during the 
first year, diminishes rapidly with time, is relatively 
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in the same period of time, and the corresponding 
rates for men who had held standard ordinary life 


slight after the third year, and for all practical pur- 
poses wears off within five years. Mr. Edward A. 


Lew of the Metropolitan Life Insurance Company insurance policies for 5 to 15 years. 
gave us the figures (from intercompany studies ) In the first time period, the death rate of men 
for men in the age group 55-59 who purchased in the study was far below the comparable rate for 
standard ordinary life insurance in 1951-1953. The the United States population (i. e., only about 64% 
death rate rose from 407 per 100,000 men in the of the latter rate). We attribute this to the fact 
first vear after purchase of insurance to 647 the next that ill men were largely excluded by the volun- 
vear, an increase of 59%. By comparison, the death teers. However, the death rate rose rapidly with 
’ rate of our subjects in the same age group was time as the effect of this selection wore off. In the 
1,215 per 100,000 men in the period January-Octo- last vear of the study (November, 1954, through 
ber, 1952, and rose to 1,600 the next vear, an in- October, 1955), the rate for our study group was 
« crease of only 32%. We conclude that the screening 82% of the rate for the white male population of 
out of ill men by our volunteers was far less efficient the United States in the age group 50-54, 81% in 
than the medical screening applied to applicants for the age group 55-59, 78% in the age group 60-64, 
standard life insurance. By the same token, there and 84% in the age group 65-69. 
is reason to believe that the effect of screening by As previously described, there is reason to sup- 
our volunteers wore off more rapidly. Volunteers pose that the effect of screening out ill men had 
would be unaware of nonsymptomatic conditions nearly worn off by the last vear of the study. There- 


which a physician would find. fore, it appears that the death rate of our study 


TaBLE 10.—Comparison of Death Rate per 100,000 Man-Years of Men in This Study® by Age at Start of Study with that of 
Total White Male Population of United States and that of Equivalent Holders of Standard Ordinary Life Insurance? 
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Death rates of study population correeted for underreporting of deaths by volunteers 
+ Death rates r males who had held stan d ordinary life insurance policies for from 5 to 15 years: infomation provided by Mr. Edward 
\. Lew of the Metropolitan Life Insurance Company from intereompany studies 


Comparison with Death Rates in the United States population would stabilize at about 81% to 85% of 
the rate for white males in the general United 
States population. This relatively small difference 
is partially accounted for by the following facts. 

The study was carried out in 394 counties. We 
applied the age-specific death rate for the white 
male population in each of these counties in 1950 
to the number of subjects selected from each and 
summed the results. The death rates were below 
those for white males in the United States in 1950 
by the following amounts: 5.6% in the age group 
50-54, 4.2% in the age group 55-59, 3.3% in the age 


The independent check on follow-up (as previ- 

- ously described ) revealed that the volunteers failed 
to report 5.1% of the deaths which actually oc- 

curred. The percentage of additional deaths not 

- reported by the volunteers was 1.2% for the period 
of January, 1952, through October, 1952: 3% for the 

period of November, 1952, through October, 1953; 

3.5% for the period of November, 1953, through 

October, 1954; and 11.4% for the period of Novem- 

ber, 1954, through October, 1955. Table 10 shows 


the death rates by age for all the men in the study group 60-64, and 2.9% in the age group 65-69. Ad- 
by time periods, the rates being adjusted for under- justing the figures given earlier by these amounts, 
reporting of deaths by the percentages given above. it appears that in the last year of the study the age- 
Also shown for comparison is the death rate of specific death rate of our study population was 


white males in the United States of the same age about 87% of that of the general white male popu- 
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lation in the study area in the age group 50-54, 
about 84% in the age group 55-59, about 81% in the 
age group 60-64, and about 87% in the age group 
65-69. 

The remaining difference is probably attributable 
to a slight degree of socioeconomic selection and 
to the fact that the volunteers did not enroll men 
who were for a long-term stay in such institutions 
as mental hospitals and tuberculosis sanatoriums. 
Neither did they enroll itinerant laborers and simi- 
lar groups that could not have been traced. 

The fact that the socioeconomic selection of our 
study population was relatively slight is indicated 
by this comparison. As shown in table 10, the death 
rate of men who had held standard ordinary life 
insurance policies for 5 to 15 years was only 63% 
of the rate for the white male population of the 
United States in the age group 50-54 and only 55% 
of that in the age group 65-69 in the period of No- 
vember, 1954, through October, 1955. These men 
had held life insurance policies long enough for 
the effect of medical selection to wear off. Their 
death rates were far lower than the rates of our 
study population. Holders of standard ordinary life 
insurance policies, are largely persons in the mid- 
dle and upper economic strata, and such insurance 
is not sold to people in dangerous occupations, to 
people with questionable habits, or to people with 
impairments thought to have an effect on mortality. 

The slight socioeconomic selection of our sub- 
jects could have had no influence on the findings 
of this study unless the distribution by socio- 
economic class differed markedly among the ciga- 
rette smokers as compared with the men who did 
not smoke cigarettes. According to Moriyama and 
Guralnick,* among men in the age group 55-64 the 
following relation of death rates to socioeconomic 
class (as indicated by occupation level) is found: 
1. Agricultural workers, including farm owners, have 
the lowest death rate. 2. Occupation levels 1 and 
2, comprising professional, technical, administra- 
tive, and managerial workers, have a death rate 
about 9% higher than agricultural workers. 3. Occu- 
pation levels 3 and 4, comprising proprietors and 
clerical, sales, skilled, and semiskilled workers 
have a death rate about 8% higher than that of 
workers in levels 1 and 2. 4. Occupation level 5, 
comprising laborers have a death rate about 47% 
higher than that of workers in levels 1 and 2. 

Three states (California, New Jersey, and Penn- 
sylvania ) supplied us with photostatic copies (rath- 
er than abstracts) of death certificates, and we 
classified men aged 50-64 who died in these states 
by occupation level. The results were as follows: 
24% of the cigarette smokers and 29% of the men 
who did not smoke cigarettes were of occupation 
levels 1 and 2; 69% and 63%, respectively, were of 
the occupation levels 3 and 4; 5% and 5%, respec- 
tively, were of occupation level 5; and 2% and 3%, 
respectively, were agricultural workers. It is of 
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interest that the proportion of men in occupation 
level 5 was the same for cigarette smokers as for 
men who did not smoke cigarettes. Considering 
this in light of the mortality data given by Mori- 
yama and Guralnick,* it is apparent that the slight 
difference in distribution by occupation levels be- 
tween cigarette smokers and men who never smoked 
cigarettes had only a trivial effect on relative death 
rates of these two groups of subjects. 


Check for Possible Researcher Bias 


As previously described, the time trend in death 
rates indicates that the volunteers did a good job 
of screening out seriously ill men as instructed. It 
there was any bias in this respect between the selec- 
tion of smokers and the selection of nonsmokers, it 
appears that the proportion of ill men screened out 
may have been slightly higher for heavy cigarette 
smokers than for men who never smoked. This is 
suggested by the fact that the mortality ratio for 
heavy cigarette smokers, compared with men who 
never smoked, was somewhat higher in the last 
two years of the study than in the earlier period 
(table 9). 

Nevertheless, it is conceivable that, contrary to 
instructions, some few researchers deliberately 
selected men with lung cancer or other fatal dis- 
eases. If any researchers actually did select as many 
as five or more such sick men, it is probable that 
at least one of them died within the next two years. 
(If this were not so, bias of the sort under consid- 
eration could have little or no influence on the 
results of a study of this type.) Conversely, if a 
researcher selected five or more men and none of 
them died within two years, it is an indication that 
she probably excluded men with lung cancer and 
other fatal diseases. 

As a check, we made a special analysis including 
only researchers and subjects who met the follow- 
ing qualifications: 1. The researcher enrolled and 
traced not less than 7 nor more than 20 men. 2. At 
least five of these men had a history of regular 
cigarette smoking and at least two never smoked 
cigarettes regularly. 3. Not a single death occurred 
among these men during the period of January 
1952, through April, 1954. We found that 5,445 
researchers met these requirements with 55,265 
men, 35,047 of whom had a history of regular ciga- 
rette smoking and 20,218 of whom never smoked 
cigarettes regularly. As was true of the study as a 
whole, the cigarette smokers in the sample were 
younger, on the average, than the men who never 
smoked cigarettes regularly. During the ensuing 18 
months from May, 1954, through October, 1955, 
1,056 deaths occurred among the cigarette smokers 
and 495 deaths occurred among the men who never 
smoked cigarettes regularly, Only 710 deaths would 
have occurred among the cigarette smokers had 
their age-specific death rates been the same as for 
men who never smoked cigarettes regularly. The 


MAL 
« 
. 
Yar 
d 
pox 
sp 
ly 


i 


Vol. 166, No. 10 


mortality ratio between these two groups was there- 
fore 1,056—710, or 1.49. As compared with this, 
in the entire study 7,316 deaths occurred among 
men with a history of regular cigarette smoking, 
whereas 5,005 would have occurred had their age- 
specific death rates been the same as for men who 
never smoked cigarettes regularly. The mortality 
ratio was 1.46. The difference between these two 
mortality ratios (i. e., 1.49 and 1.46) is not statis- 
tically significant. We concluded that the research- 
ers, aS a group, were not biased. 


Changes in Smoking Habits 


Incidental to the independent tracing of subjects 
by mail (as previously described), we obtained 
information on the current cigarette smoking habits 
as of the period of November, 1955, to January, 
1956. In addition to the subjects we wished to 
trace by mail, we sent questionnaires to representa- 
tive samples of 600 to 1,500 subjects in each of the 
other smoking categories. The question on current 
amount of cigarette smoking was identical to the 


TaBLeE 11.—Cigarette-Smoking Habits Reported in Period November, 1955, Through January, 1956, Compared with Habits 
Reported by Same Subjects in 1952 
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had entirely stopped smoking by 1952 had resumed 
regular cigarette smoking in 1955-1956. However, 
on further analysis it was found that 34.9% of those 
who had stopped smoking for less than one year 
were again smoking regularly and 9.3% were 
smoking a pack or more of cigarettes a day in 1955- 
1956. In contrast, only 7.7% of those who had 
stopped smoking for one to five years and 2.1% of 
those who had stopped smoking for five years or 
longer resumed regular cigarette smoking. About 
one-quarter of those who cut down to occasional 
smoking took up regular cigarette smoking again. 

Over three-quarters of the men who smoked 
cigarettes regularly in 1952 were still smoking ciga- 
rettes at the same level or at an adjacent level in 
1955-1956. However, many of them had given up 
regular cigarette smoking. The proportion of men 
giving up the habit was much greater among the 
light smokers: (36%) than among the heavy smok- 
ers (14%). On the other hand, a fairly large pro- 
portion of those who formerly were heavy cigarette 
smokers reported smoking lower daily amounts. 


None, ‘ 
Occasional, 

lo pack, 6 
2-1 pack 04 l 
packs, % 7 
+ packs, l ” 


rotal, 
Subtotals 
None or occasional, 


Regular, 


moke 
and Stopped 


105” Re port 


d Cigarettes 


Occasional 


43.2 


corresponding question asked in 1952. The addi- 
tional groups were followed through three mailings, 
and about 76% replied. 

Table 11 shows current cigarette smoking habits 
reported in 1955-1956 compared with the habits 
of the same men as recorded on the smoking ques- 
tionnaires collected in 1952. Of the men who said 
that they had never smoked up to 1952, less than 
1% said that they were smoking cigarettes regu- 
larly when questioned in 1955-1956. Similarly, of 
the men who smoked pipes or cigars regularly or 
who had smoked cigarettes occasionally in the past 
but were not smoking cigarettes in 1952, only 2.3% 
reported regular cigarette smoking in 1955-1956. 
On the other hand, of men who were smoking ciga- 
rettes occasionally in 1952 and had never smoked 
cigarettes regularly up to that time, 17.3% reported 
regular cigarette smoking in 1955-1956. 

Those found in 1952 who had regularly smoked 
cigarettes but who stopped smoking form a partic- 
ularly interesting group. Only 7.2% of those who 


Age had little influence on changes in smoking 
habits, except among smokers of two packs or 
more a day of cigarettes. In this group, the per- 
centage of those giving up the habit was greatest 
in the older age groups. 

As previously noted, men currently smoking both 
cigarettes and cigars in 1952 had lower death rates 
than men who smoked only cigarettes. The re- 
questioning of the subjects gives a clue as to a 
possible reason for this. Among men currently 
smoking one-half pack or more in 1952, the per- 
centage of those reporting no regular cigarette 
smoking in 1955-1956 was about twice as high for 
men who had been smoking both cigars and ciga- 
rettes as for men who had been smoking only 
cigarettes. For example, among the two packs or 
more a day cigarette smokers in 1952, 28% of those 
also smoking cigars regularly in 1952 reported no 
regular cigarette smoking in 1955-1956, as compared 
with 13% of men with a history of regular cigarette 
smoking only. 
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Of those who were still smoking cigarettes regu- 
larly in 1955-1956, 28% said that they used filter-tip 
cigarettes. The proportion using filter-tip cigarettes 
was 29% among those who smoked under one pack 
a day and 25% among those who smoked one pack 
or more a day. 

The changes in smoking habits of our subjects 
may not have been typical of what occurred among 
men of the same age in the United States as a whole. 
Some might have been influenced to change their 
smoking habits by the publication of our first re- 
port in 1954. 

Summary 


Between Jan. 1 and May 31, 1952, information 
was obtained on the smoking habits of 187,783 
white men between the ages of 50 and 69. These 
were then traced through October 31, 1955. A total 
of 11,870 deaths were reported during that period 
of time. The total experience covered 667,753 man- 
years. 

Age being taken into consideration, the death 
rate of men with a history of regular cigarette smok- 
ing only was found to be 68% higher than that of 
a comparable group of men who never smoked. The 
death rate of cigarette smokers increased with the 
amount of cigarette smoking. Among men with a 
history of regular cigarette smoking only, the death 
rate of those smoking two or more packs of ciga- 
rettes a day in 1952 was 123% higher than that of 
men who never smoked. Also, the death rate of men 
with a history of regular cigar smoking only was 
22% higher than that of men who never smoked, 
and the death rate of men with a history of regular 
pipe smoking only was 12% higher than that of 
men who never smoked. 
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HYROID HORMONE.—When one reviews the facts that are currently known 
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The death rate of men who had smoked only 
occasionally was not significantly different from the 
death rate of men who never smoked, and the death 
rate of men who had given up cigarette smoking 
for a year or more before being enrolled in the 
study was lower than that of men who were smok- 
ing cigarettes regularly at that time. 

The findings in the last two years of the study 
fully confirmed the findings which had previously 
been reported for the earlier part of the study. 
Many checks were made to determine the relia- 
bility of these findings, and no errors or biases 
were found that could have a serious effect on 
them. 


521 W. 57th St. (19) (Dr. Hammond). 


This study was made possible by the cooperation of the 
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physicians, and personnel of divisions of the American 
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Percy, M.S., Leonard Craig, M.A., and Herbert Seidman 
M.B.A., assisted in this study. 
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concerning the changes produced in the circulation of the human being by 

hyperthyroidism and hypothyroidism, one reaches a somewhat surprising 
hypothesis. Triggered by change in body temperature, produced by the increase or 
decrease in metabolism, the homeostatic neurocirculatory mechanism provides for 
change of blood flow to the skin by vasodilation or constriction. From the ensuing 
change in peripheral resistance, cardiac output is reflexly increased or diminished, 
with tachycardia and/or increase in stroke output, or the opposite, while mean 
arterial blood pressure is preserved in its normal range. The fact that the myocardi- 
um shares in the general metabolic effect of the thyroid hormone contributes no 
doubt to the maintenance of the new level of circulatory performance. Various 
viscera appear to function at different metabolic levels. Their varying oxygen needs 
seem to be satisfied in some cases by increased blood flow and in others by in- 
creased oxygen withdrawal from a more or less constant blood supply. Different 
organs and tissues respond to excess of thyroid hormone with various levels of meta- 
bolic rate. This probably reflects similar degrees of varying utilization of the hor- 
mone under normal conditions. Confronted by the difficulties of adapting to im- 
balance of this particular hormone, the circulatory system reacts in ways that are in 
some cases beneficial and in others detrimental._H. M. Thomas Jr., M.D., Effect of 
Thyroid Hormone on Circulation, A. M. A. Archives of Internal Medicine, Febru- 


ary, 1957. 
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CLINICAL NOTES 


With the constantly increasing technological 
knowledge, we are almost daily presented with new 
materials and processes to facilitate all mechanical 
tasks. In this present era it is not unusual to find 
that plastic materials are used to replace wood 
products, leather, or cardboard, while fiberglass 
frequently does duty for steel and all rubber is not 
necessarily obtained from trees. 

The efficency required by contemporary industry 
has resulted in the introduction of the typewriter 
(which has an “inked” ribbon), carbon paper, and 
stencil papers (with which inks and correcting fluids 
are used), as well as the recently developed vari- 
ous types of photographic duplicating processes. 

In view of the fairly frequent use of these new 
materials and processes, the dermatologist must 
constantly be aware of the possibility that these 
ggents may be a causative factor in contact derma- 
titis. We have observed two patients who developed 
contact dermatitis from paper used in one of the 
newer photographic duplicating processes. 


Report of Cases 


Case 1.—A 63-year-old man who did office work first de- 
veloped an infection of the ear tor which he was given two 
injections of penicillin. One week later, he developed pruri- 
tus of the face and the eyelids and his jaws became swollen. 
A short time later he developed pruritus and erythema of 
the palmar surfaces of the hands, which subsequently spread 
to involve the dorsum of the hands and wrists. 

Because of the severity of the dermatitis, he was admitted 
to the hospital where patch testing with a 5% solution of 
nickel nitrate disclosed a positive reaction. Ten days after 
leaving the hospital, he developed a recurrence of the der- 
matitis. He then recalled that he had used a “Thermofax” 
duplicating paper for several weeks prior to the develop- 
ment of the first cutaneous lesions. 

Patch testing was then done with this copy paper in both 
its preprocessing and postprocessing state. These tests elicit- 
ed markedly positive reactions. A patch test with a special 
hypoallergic Thermofax paper was also positive. However, 
tests with four types of plastic material, potassium dichro- 


From the Department of Dermatology, Northwestern University 
Medical School, and Veteran's Administration Research Hospital. 

Two papers on this subject are being published in the March issue of 
the A. M. A. Archives of Dermatology: Dermatitis Caused by a 
Copying Paper, by F. J. Kendrick, and Contact Dermatitis Due to 
Thermofax, by A. C. Cipollaro. 


CONTACT DERMATITIS DUE TO 


Junji Hasegawa, M.D., Fred Levit, M.D. 


Samuel M. Bluefarb, M.D., Chicago 


“THERMOFAX” COPY PAPER 


mate, hat-band material, basic chromium sulfate, bichloride 
of mercury, copper sulfate, cobalt nitrate, and “Remington- 
Rand Transcopy” paper all failed to show reactions. 


Case 2.—A 50-year-old man who was an office clerk first 
developed pruritus and erythema of the left side of the fore- 
head, which spread rapidly to involve the greater portion 
of the face. Three 
curred on the dorsal surfaces and webs of the fingers of both 


weeks later, pruritus and exudation oc- 


hands. This dermatitis regressed and recurred during the 


following four months. 

This patient had been using Thermofax machine paper 
for two or three months prior to the development of the 
dermatitis. Patch testing with the various types of Thermo- 


fax paper showed a positive reaction. 
Comment 


The Thermotax process involves the use of a 
particular type of paper which is simultaneously 
subjected to heat, light, and pressure while in close 
contact with the page which is being duplicated. 
Atter exposure of a few seconds, a direct positive 
image is obtained and the copy may be used im- 
mediately. This process is now coming into wide 
use because of its speed as well as its economy. 

Although we were able to obtain samples of the 
copy paper from the manufacturer, no information 
concerning the chemical composition of this prod- 
uct was available. This particular material cannot, 
however, be considered to be a primary chemical 
irritant, since patients with other forms of derma- 
titis showed negative reactions to patch testing 
with this particular material. 


Summary 


Two patients developed contact dermatitis fol- 
lowing the use of Thermofax copy paper. Patients 
with other forms of dermatitis failed to show a 
reaction when patch testing was done with this 
product. 

Addendum 

Since the submission of this paper for publica- 
tion Dr. F. Lynch in a personal communication has 
informed us that the allengenic material in the 
Thermofax paper is a tertiary butyl catechol com- 
pound. 


303 E. Chicago Ave (11) (Dr. Hasegawa). 
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SIMPLE TEST FOR DETERMINING OVULATION TIME 
Charles H. Birnberg, M.D., Brooklyn, N. Y., Raphael Kurzrok, M.D., New York 


Anne Laufer, Ph.D., Brooklyn, N. Y. 


It has been reported ' that during the midportion 
of the menstrual cycle a decrease in the concentra- 
tion of reducing substances is present in cervical 
secretions. This observation suggested to one of us 
(C. H. B.) that significant chemical alterations in 
cervical secretions might take place at the time of 
ovulation. The variation in reducing substances 
might then result from a hydrolytic splitting of 
cervical mucus or glycogen, and glucose might be 
present in cervical secretions as a result of this 
hydrolysis. The presence of glucose could then be 
determined by the use of Tes-Tape. 

The basis for the use of Tes-Tape as a test for 
glucose is the observation of Keston * on the simul- 
taneous use of two enzyme systems for the detec- 
tion of glucose. Glucose oxidase is a specific enzyme 
that catalyzes the oxidation of glucose and oxygen 
into gluconic acid and hydrogen peroxide, Hydro- 
gen peroxide and orthotolidine in the presence ot 
peroxidase then forms a blue color of varying 
intensity depending upon the original concentration 
of glucose in the specimen. * 


Preliminary Studies 


Daily tests were performed on cervical secretions 
obtained from normal patients to determine the 
presence or absence of glucose. This was accom- 
plished by placing a strip of Tes-Tape in the cervi- 
cal canal and observing if for the presence or 
absence of a color change. It was found that be- 
ginning approximately two days prior to the theo- 
retical day of ovulation, a faint color change 
occurred on the Tes-Tape strip. This color change 
became of maximal intensity on the theoretical day 
of ovulation and then faded and disappeared within 
two to three days. In order to rule out the possi- 
bility of some substance other than glucose giving 
the positive reaction, special Tes-Tape applicators 
without glucose oxidase were employed in parallel 
tests. The results with these special applicators re- 
mained negative at the time of ovulation, while 
regular Tes-Tape gave a positive reaction. Thus, it 
would appear that it is indeed glucose that is 
present in cervical secretions at the time of ovu- 
lation. 

Further studies have been made in an attempt 
to demonstrate evidence of ovulation at the time 
of the Tes-Tape color change. All private patients 
admitted to the hospital for elective hysterectomy 
have received the cervical glucose test on the day 
prior to surgery. We have observed 10 positive 


From the Jewish Hospital, Brooklyn (Drs. Birnberg and Laufer), 
and the Morrisania Hospital, New York ( Dr. Kurzrok). 


reactions in this group of patients. At surgery on the 
following day, each of the 10 patients was found 
to have a fresh or recent hemorrhagic corpus 
luteum. The significance of this observation is great, 
since most of these positive reactions were in wom- 
en 46 to 53 years of age. 

We have recently noted that follicular fluid gives 
a positive test with Tes-Tape. Beginning on about 
the 11th day of the cycle, a faint positive reaction 
has been demonstrated. This reaction becomes more 
pronounced as the cycle progresses, being deepest 
from the 15th to the 24th day of the cycle. We have 
not yet determined whether the glucose present in 
follicular fluid plays any part in the cervical glucose 
reaction. 

Since it was demonstrated that a sharp rise in the 
concentration of cervical glucose occurred on the 
theoretical day of ovulation, it logically followed 
that the phenomenon might be employed to de- 
termine ovulation time in patients in whom artifi- 
cial insemination was to be performed. A test was 
devised which has given a high percentage of 
success. 

Method 

Ten days after the first day of the patient's last 
menstrual period, the cervix is visualized with the 
aid of a vaginal speculum. With use of tissue for- 
ceps, a strip of Tes-Tape is inserted approximately 
1 cm. into the cervical canal. The Tes-Tape strip is 
removed from the cervical canal after 30 seconds, 
placed on a clean dry glass surface, and observed 
for a change in color. The test procedure is re- 
peated daily until a deep color change in noted, at 
which time artificial insemination is performed. 

It will be seen that approximately two days prior 
to the day of ovulation a pale green color will 
develop on the Tes-Tape strip. This pale color 
usually appears from 3 to 30 minutes after the 
Tes-Tape strip has been withdrawn from the 
cervical canal. It should not be confused with the 
deep green color which appears on the day of 
ovulation. This color change develops promptly, 
usually beginning while the test paper is still in the 
cervical canal or while it is being withdrawn, and 
reaches its deepest color within five minutes. The 
color corresponds approximately to the 0.25% read- 
ing on the Tes-Tape color chart. 

Recently, specially prepared glucose reagent ap- 
plicator sticks have been used to perform the test. 
The applicator is tipped with cotton which has 
been impregnated with the Tes-Tape reagents. The 
color development with the applicator is very simi- 
lar to that of commercial Tes-Tape. 
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Results 


Twenty-seven consecutive patients (all candi- 
dates for artificial insemination) were studied for 
ovulation time by this method. Twenty subjects 
became pregnant after the first artificial insemina- 
tion procedure performed on the day of the deepest 
Tes-Tape color change. Conception occurred in 
three of the seven remaining patients on subsequent 
attempts with use of the cervical glucose test as a 
guide in determining ovulation time. 


Summary 


It is feasible to determine the day of ovulation 
by the detection of an increased concentration of 
In normal patients, maximum 
occur on the 


cervical glucose. 
cervical glucose concentrations 
theoretical day of ovulation. Furthermore, fresh 
hemorrhagic corpus lutea have been observed in 
all patients coming to surgery who have had posi- 
tive cervical glucose tests on the day prior to sur- 
gery. A test making use of the presence of an 
increased concentration of cervical glucose at the 
time of ovulation has been devised. Over 70% of 
the patients artificially inseminated on the day of 
the deepest Tes-Tape color change became preg- 
nant. The test procedure offers a simple, economi- 
cal, and accurate method for the determination of 
approximate ovulation time. 


ULTRAMICROANALYTIC 


METHODS—KNIGHTS 


Addendum 


Recently the method of making the test has been 
slightly modified. Application sticks of plastic ma- 
terial with a cotton tip impregnated with the 
enzyme are now being used. These sticks are placed 
in the cervical canal for five minutes, and the color 
changes are noted as previously mentioned with 
the Tes-Tape. 


191 Ocean Ave. (25) (Dr. Birnberg). 
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Ultramicroanalytic methods for hospital biochem- 
istry laboratories have reached the stage where 
they are practical for routine use and can become 
an integral part of most chemistry divisions.’ Rapid 
progress toward simplification of techniques and 
apparatus has taken place in the past five years. 
In the chemistry department at Harper Hospital, 
which performs approximately 65,000 tests a year, 
up to 20% of the tests in a given month have been 
done by ultramicroanalytic techniques. 

The methods of ultramicroanalysis used are, 
basically, standard procedures of macroanalysis 
which have been adapted to specially designed 
small-scale equipment. Naturally, some modifica- 


From the Department of Pathology, Harper Hospital. 
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ULTRAMICROANALYTIC METHODS NOW ADAPTABLE TO HOSPITAL USE 


Edwin M. Knights Jr., M.D., Detroit 


tions are required, and it is important to avoid 
confusion by using ultramicroanalytic tests which 
will give normal value ranges comparable to the 
macroanalytic value ranges in a given hospital. 
Once a test has been properly set up and controlled, 
remarkably accurate results can be obtained well 
within acceptable clinical limits of error. 

The key to successful clinical adaptation of ultra- 
microanalytic methods is the constriction pipet, 
such as the KMP or Lang-Levy type of pipet. In this 
type of pipet a narrowing of the lumen provides an 
automatic stopping point for serum and insures a 
high degree of accuracy. Precalibrated pipets are 
now available from commercial sources and greatly 
facilitate the installation of ultramicroanalytic 
methods. Other varieties, such as overflow pipets 
and syringe-attached straight pipets of the Kirk 
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type have been used extensively in research but in 
our experience, at least, have not proved as practi- 
cal for hospital biochemistry work. 

In the general hospital laboratory, ultramicro- 
analytic procedures fall into four general groups, 
including those performed by (1) titration methods 
(chloride and calcium), (2) spectrophotometry 
(phosphate, blood urea nitrogen, glucose, total 
cholesterol, acid and alkaline phosphatase, bili- 
rubin, icterus index, proteins, sulfonamides, and 
salicylates), (3) flame photometry (sodium and po- 
tassium), and (4) gasometer (carbon dioxide com- 
bining power or content and oxygen). Other 
optional methods available on the ultramicroana- 
lytic scale include cephalin flocculation determina- 
tion and electrochromatography of serum proteins. 
These tests comprise a most valuable collection of 
hospital biochemistry procedures, and the average 
test requires only 0.01-0.5 ml. of serum. 

Much credit is due such pioneers as Natelson,* 
Caraway,® and Kirk* who have shown the way 
toward making practical use of ultramicroanalytic 
methods. From them, too, certain basic principles 
have evolved which are most valuable in applying 
macroanalytic methods to ultramicroanalytic use. 
For example, separation is done by centrifugation 
rather than by filtration. Blood is collected in capil- 
lary tubes about 10 cm. in length and 0.4 cm. in 
outside diameter; this biood is allowed to clot and 
is centrifuged, and tests are run exclusively on 
serum. Reagents are added directly to serum when 
possible. Rather than attempting to dilute solutions 
_to a given volume, dilutions are made by adding 
known volumes with a pipet calibrated to contain. 

In the Harper Hospital we have found it valuable 
to run concomitant studies on venous blood and 
capillary blood drawn at the same time and on 
quantities required for both macroanalysis and 
ultramicroanalysis of the same venous specimens. 
Of course, blanks and known standards should be 
included with each series of analyses. 

Special equipment needed for these procedures 
in the laboratory includes the constriction-type 
pipets, an ultramicroburet (Gilmont), a high-speed 
microcentrifuge, flame photometer, microgasometer, 
and other small-sized glassware. A Beckman DU 
or B spectrophotometer with microcells is needed. 
Exclusive of the spectrophotometer and flame 
photometer, the cost of equipping a complete 
laboratory should be about $1,200. Because the 
equipment utilized is so small, ultramicroanalytic 
procedures require a minimum of laboratory space. 
About 15 to 16 ft. of counter space, with a sink, is 
adequate for the entire laboratory. Reagents are 
used in small quantities and may be dispensed 
from circular revolving reagent shelves as a further 
space-saving device. 


J.A.M.A., March 8, 1958 


A registered medical technologist should have 
little difficulty in mastering ultramicroanalytic 
techniques because, for the most part, they are 
merely adaptations of widely used macroanalytic 
procedures. The apparatus used is now widely 
available from commercial sources, and a knowl- 
edge of glass blowing is no longer a prerequisite 
for the technologist. Detailed instructions for all of 
the procedures can now be found in the literature.” 

Once established, ultramicroanalytic procedures 
prove most valuable in pediatrics, in treatment of 
burns and obesity, and in control of patients on 
intravenous therapy. They are useful in the study 
of cerebrospinal fluid ° and are helpful in checking 
questionable results obtained by macroanalytic 
methods when only small quantities of serum are 
available. They are adaptable to research on small 
animals and should open up many new opportuni- 
ties for studies in this field. Concomitant use of 
microhematocrits and  microserologic methods 
allows the hospital laboratory to offer a well-bal- 
anced microanalytic service to the clinician. 


References 


1. Knights, E. M., Jr.: Ultra-micro Chemical Methods in 
Clinical Laboratory, Harper Hospital Bull. 13:114-117 
(May-June) 1955. 

2. Natelson, S.: Routine Use of Ultramicromethods in 
Clinical Laboratory: Estimation of Sodium, Potassium, 
Chloride, Protein, Hematocrit Value, Sugar, Urea and Non- 
protein Nitrogen in Fingertip Blood; Construction of Ultra- 
micro Pipets; Practical Microgasometer for Estimation of 
Carbon Dioxide, Am. J. Clin. Path. 21321153-1172 ( Dec.) 
1951. Natelson, S., and Menning, C. M.: Improved Methods 
of Analysis for Oxygen, Carbon Monoxide, and Iron on Fin- 
gertip Blood, Clin. Chem. 3165-179 (June) 1955. Natelson, 
S.: Microtechniques of Clinical Chemistry, Springfield, IIl., 
Charles C Thomas, Publisher, 1957. 

3. Caraway, W. T., and Fanger, H.: Ultramicro Proce- 
dures in Clinical Chemistry, Am. J. Clin. Path. 243:317-331 
(March) 1955; Improved Ultramicro Procedure for Deter- 
mination of Urea Nitrogen in Serum, ibid. 26:1475-1476 
(Dec.) 1956. 

4. Kirk, P. L.: Quantitative Ultramicroanalysis,. New 
York, John Wiley & Sons, Inc., 1950. 

5. Knights, E. M., Jr.; MacDonald, R. P.; and Ploompuu, 
J.: Ultramicro Methods for Clinical Laboratories, New 
York, Grune & Stratton, Inc., 1957. Kaplan, S. A., and Del 
Carmen, F. T.: Quantitative Ultramicro-analysis for Clinical 
Laboratory, Pediatrics 17:857-869 (June) 1956. Sobel, 
A. E., and Hanok, A.: Ultramicro Quantitative Analysis in 
Clinical Laboratories, Mikrochem. Acta 9251-68 (Jan. ) 
1952. MacDonald, R. P.; Ploompuu, J.; and Knights, E. M., 
Jr.: Ultramicro Determination of Salicylates in Blood Serum, 
Pediatrics 203515-516 (Sept.) 1957. Sanz, M. C.: Ultra- 
micro Methods and Standardization of Equipment, Clin. 
Chem. (supp.) 406-419 (Aug.) 1957. MacDonald, R. P., 
and Ploompuu, J.: Ultramicro Free Sulfanilamide, Mikro- 
chem. Acta, to be published. 

6. MacDonald, R. P.; Gerber, C.; and Nielsen, A.: Ultra- 
micro Determination of Acetylcholine in Cerebrospinal 


Fluid, Am, J. Clin. Path. 2531367-1370 (Dec.) 1955. 


ke 
tes 

vi 
.. 

Su 

a 

wh 


Vol. 166, No. 10 


1177 


CONFERENCE ON STAPHYLOCOCCIC INFECTIONS 


STAPHYLOCOCCIC INFECTIONS IN THE HOSPITAL AND COMMUNITY 


Stuart Mudd, M.D., Philadelphia 


Septic complications due to infection with staphy- 
lococci are currently bedeviling the professional 
staffs and administrators of hospitals. Concordant 
reports to this effect are becoming available from 
all medically advanced parts of the world. 

The Conference on Staphylococcic Infections in 
the Hospital and Community was convened in 
Cleveland on Nov. 14, 1957, under the authorization 
of the trustees of the American Medical Associa- 
tion. The American Academy of Pediatrics; the 
American College of Obstetrics and Gynecology; 
the American College of Surgeons; the American 
Hospital Association; the American Nurses’ Asso- 
ciation; the American Society of Clinical Patholo- 
gists; the California Department of Public Health; 
the Communicable Disease Center of the U. S. 
Public Health Service; the Food and Drug Admin- 
istration; the Hospital for Joint Diseases, New 
York; Jefferson Medical College, Philadelphia; Of- 
fice of the Surgeon General, U. S. Public Health 
Service; the State University of Iowa; the Seattle- 
King County Department of Health, Washington; 
the University of Pennsylvania; and the Veterans 
Administration were represented, in addition to the 
American Medical Association. 

The conference included four formal papers, in 
each instance followed by general discussion, and 
the papers of three invited discussants. The formal 
papers and two of the paper in discussion are 
printed in full immediately following this introduc- 
tion. The conclusions of the conference are em- 
bodied in resolutions adopted without dissent by 
the conference and which have since been ratified 
by the trustees of the American Medical Associa- 
tion. These conclusions are as follows: 

Cogent evidence has been presented of the widespread 
dissemination throughout the hospitals of the United States 
and Canada and of other countries of a strain or strains of 
Micrococcus [Staphylococcus] pyogenes var. aureus with 
very special biologic characteristics. These include high 
communicability from infected person or carrier to contacts, 
a tendency to produce nasal carriers, a tendency to produce 
lesions of the integument and septic complications of 
wounds and to invade sites of reduced resistance, and a 
special propensity for developing resistance to the antibiotic 
agents used to combat these staphylococci. In a few proved 
instances staphylococcic secondary pneumonia has brought 
a fatal termination to Asian influenza. 

One epidemiologic picture which has recurred frequently 
is one in which the “epidemic strain” of Staphylococcus has 


Chairman, Committee on Research, Council on Drugs, American 
Medical Association. 

Summary of the Conference on Staphylococcic Infections, sponsored 
by the American Medical Association, Cleveland, Nov. 14, 1957. 


become associated with a newborn nursery and has infected 
the babies therein. The babies infect the nursing mothers, 
causing breast abscesses. Both infected mothers and babies 
may then be sources of spread in families and community. 
Probably both asymptomatic carriers and fomites may be 
involved in the continuance of the infectivity of the nursery 
environment, 

Two general contributing causes to this serious situation 
can be discerned: (1) A tendency to relax the rigorous 
aseptic precautions in. hospital “housekeeping” and _pro- 
cedure, relying overmuch on antibiotics to suppress infec- 
tions. (2) The very peculiar biologic characteristics of the 
epidemic strain or strains, including their special propensity 
for becoming resistant to an increasingly wide range of 
antibiotics and chemothe rapeutic agents. 

Well-documented instances are on record in which vig- 
orous investigations of the situation in a given hospital and 
rigorous application of all available measures of control 
and eradication have essentially controlled the situation in 
the hospital in question for the time being 

However, it is an easily documented fact that basic in- 
formation about the ecology, pathogenesis, immune rela- 
tionships, and mutability of staphylococci has lagged far 
behind basic information concerning other pyogenic patho- 
gens such as the pneumococci and streptococci. The 
staphylococci are, for instance, less readily amenable to the 
well-known defensive action of leukocytes, as well as to the 
action of chemotherapeutic and antibiotic agents. 


The participants of the conference strongly made 
the following recommendations: 

“(1) That every hospital establish a responsible 
officer-or committee charged with the investigation 
and control of infections within that hospital and 
with the institution of procedures and practices de- 
signed to prevent such infections. 

“(2) That encouragement and funds be channeled 
into scientific research concerning the ecology and 
epidemiology, and the immune relationships of 
pyogenic staphylococci, their relationships to the 
defensive cells of the body and the mechanism of 
their mutability to drug and antibiotic resistance.” 

In view of the statement and agreement with the 
recommendations outlined above, the participants 
approved the following resolutions: 

“(1) The Conference is impressed by the serious- 
ness of infections arising in hospitals. 

“(2) It believes that there should be diligent re- 
search as to the causative organisms, and as to the 
special properties which render them so infective 
and dangerous, and for the search of immunologic 
and chemotherapeutic measures against them. 

“(3) In the meantime, the Conference believes 
that it would be useful and constructive if the 
A. M. A. were to recommend to every hospital that 
it establish in its staff a special standing “Interde- 
partmental Committee on Infections, headed by 
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an especially qualified person, for the establishment 
and enforcement of adequate directions for asepsis 
and isolation in the hospital. 

“(4) There is need also of community participa- 
tion in these problems, as, for instance, by the 
County Medical Societies, local health departments, 
and by an Interhospital Committee on Infections.” 

The wide-ranging discussions of the conference 
are for the most part covered in detail in the papers 
appearing in this issue of THE JouRNAL. An excep- 
tion is that of Dr. Reimert T. Ravenholt, who pre- 
sented a splendid historical survey and analysis of 


STAPHYLOCOCCIC INFECTIONS—WISE 


J.A.M.A., March 8, 1958 


current problems of staphylococcic infection in 
hospitals and communities under the title of “The 
Hospital Environment and Staphylococcal Disease.” 
Dr. Ravenholt’s lecture introduced a panel discus- 
sion on epidemiologic aspects of staphylococcic 
infections, presented before several sections of the 
American Public Health Association, which occu- 
pied the morning preceding the conference under 
the Committee on Research. Dr. Ravenholt’s lecture 
will appear in the March, 1958, issue of the Ameri- 
can Journal of Public Health. 


School of Medicine, University of Pennsylvania (4). 
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STAPHYLOCOCCIC INFECTIONS 


Robert I. Wise, M.D., Ph.D., Philadelphia 


The results of antimicrobial therapy in patients 
with staphylococcic infections are difficult to evalu- 
ate for numerous reasons. These infections vary in 
severity from small pustules on the skin to over- 
whelming sepsis with bacteremia and formation of 
distant abscesses. Many patients having furunculosis 
frequently improve spontaneously or after surgical 
incision with adequate drainage. The addition of 
other therapeutic agents may prevent the spread of 
infection and accelerate the healing process, but 
these effects are often difficult to demonstrate. Sim- 
ilarly, therapy is difficult to evaluate in patients 
with bacteremia and septic complications, which 
may include abscesses of almost any organ in the 
body. When endocarditis is present, it is frequently 
complicated by erosion and rupture of the valve 
with sudden myocardial failure and death; and the 
incidence of fatality in these patients is high with 
any therapy. Active and passive immunization by 
the use of vaccines, toxoids, and antitoxins has not 
proved promising to date. 

More antibiotics have been produced as addi- 
tional therapeutic agents for staphylococcic infec- 
tions than for any other infectious disease. The 
discovery and production of new and effective 
antibiotics will be necessary in the future, but their 
effectiveness will be limited by the same factors 
which restrict the action of the currently employed 
antibiotics. Successful management of staphylo- 
coccic disease may therefore depend on the devel- 
opmental stage of the abscess, the localization of 
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the infection in areas that are accessible to surgical 
intervention, and the institution of therapy with 
effective antimicrobial agents early in the course of 
the illness.’ 

The principles of therapy of staphylococcic in- 
fections can be formulated on the basis of previous 
experience, a knowledge of the factors which in- 
volve the patient, the etiological agent, the patho- 
logical process, and the medical and surgical forms 
of therapy. Some of these factors which are listed 
in the table should be emphasized if one is to im- 
prove the methods of control and cure of staphylo- 
coccic infections. 


Factors of the Etiological Agent 
Which Affect Therapy 


Strains of staphylococci vary in degree of viru- 
lence and the biological characteristics of the 
organisms which relate to their virulence are not 
well understood. The use of present laboratory 
methods reveals no differences in virulence between 
known pyogenic strains and the coagulase-positive 
cultures from human carriers *; however, there is 
clinical evidence that strains which are dispersed 
from infections are more virulent than those of the 
same bacteriophage types carried in the noses of 
healthy carriers.” 

There is convincing evidence that these micro- 
organisms are spread to clothing, bed linens, air, 
dust, and other fomites in the environments of pa- 
tients with discharging abscesses or wounds.* When 
such ubiquitous bacteria are resistant to several 
antibiotics, the problem of management of infected 
patients attains serious magnitude. Therefore, it is 
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of utmost importance to maintain rigid aseptic 
techniques, particularly in hospitals, in an attempt 
to prevent the occurrence of staphylococcic infec- 
tions in patients. 

Staphylococci are notorious for their ability to 
develop resistance to antibiotics. This brings about 
the selection and propagation of antibiotic-resistant 
strains in hospitals where antibiotics are intensively 
used in therapy. Staphylococci of various types are 
widely distributed and are present in the anterior 
nares of approximately 80% of hospital personnel, 
with coagulase-positive strains present in about 50%. 
Approximately 12% of people working in hospitals 
carry the strains that cause the majority of hospital- 
acquired staphylococcic infections.” The incidence 
of such hospital-acquired infections is reduced 
when methods for the control of the carrier state 
are attained, thus preventing spread from human 
carriers to susceptible hosts.° 

The wide environmental distribution of staphy- 
lococci and their presence on the skin accounts for 
the contamination of specimens prior to submission 
to the bacteriological laboratory. Extreme precau- 
tions must therefore be taken in collecting and 
handling specimens for bacteriological study. When 
obtaining blood for cultures, a wide area of the skin 
should be thoroughly cleansed with soap and water 
and dried with alcohol. This same area is then 
painted with tincture of iodine, which can be re- 
moved with Richardson’s solution after the speci- 
men is obtained. 

The presence of staphylococci in blood cultures 
must be evaluated to discover whether the organisms 
represent contamination or the actual pathogen. As 
this can be a very difficult decision, information 
may be gained from the coagulase test, since the 
strain coagulating plasma is probably pathogenic. 
The coagulase test, however, does not resolve the 
situation entirely for coagulase-positive contami- 
nants may occur. 

The collection of bacteriological specimens from 
chronic ulcers or draining sinus tracts should not be 
attempted at the time of first examination. These 
sites are frequently contaminated with gram-nega- 
tive bacilli, particularly Proteus and Pseudomonas 
species,’ as well as other strains of staphylococci. 
The infected area should be cleansed and drainage 
encouraged for 12 to 24 hours in order to eliminate 
these secondary contaminating bacteria. During 
drainage the area should be covered with sterile, 
moist compresses of isotonic sodium chloride solu- 
tion. Specimens of purulent material should then 
be collected with a sterile applicator or glass pipet. 
This technique will aid in the isolation of the 
specific agent and will eliminate, to a great extent, 
contaminating bacteria which have no role in the 
infectious process. Adherence to these procedures 
may prevent ineffective, expensive antibiotic ther- 
apy and will contribute to the proper evaluation 
and treatment of the patient’s disease. 
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Factors of the Host Which Affect Therapy 


The determinant factors of host susceptibility are 
unknown, and the physiology of the host which 
affects therapy is poorly understood. In the therapy 
of cutaneous staphylococcic infections, attempts 
should be made to cleanse the surface area and 
maintain excellent hygiene of the skin and mucous 
membranes. Patients with recurrent furunculosis 
should not cleanse with soap and immersion baths 
but rather with soap and shower baths, which are 
more effective in the removal of pathogenic bacteria 
from the skin. The area of skin surrounding a 
draining abscess should be cleansed frequently with 
70% alcohol. 

A topically applied antibiotic ointment may de- 
crease the chances of entry of micro-organisms into 
new sites. A covering of gauze should be applied, 


Factors Which Affect Therapy in Staphylococcic Infections 


Etiological Agent 

Virulence 

Susceptibility to antibioties 
Appe iranece Of mutant strains 
Ubiquity 


Reservoir—nose and intestines 
Survival in environment 


Patient 
Hygiene 
Nutrition 
Existence of other diseases or abnormalities 
Diabetes mellitus 
Vascular insufficiency 


Cardiovascular defects 
Hematological defects 
Predisposing infections 
Foreign bodies 
Open wounds, burns 
Unknown constitutional factors 

Infection 

Cellulitis—early 


Increased vascularity 


Diffusion of antimicrobial agents 
Abscess—late 

Central core of necrotie tissue 

Fibrous inflammatory wall 


Thrombosis of blood vessels 

Decreased vascularity 

Decreased diffusion of antimicrobial agents 

Protection from antimicrobial agents by intracellular location 
ot bacteria 


but the use of adhesive tape should be avoided, 
since its removal is traumatic and opens new portals 
of entry of infection into the skin. 

The clothing and bed linens used by an infected 
person become heavily contaminated and should 
be changed frequently. These should be laundered 
by a method that removes or destroys the patho- 
genic bacteria. Plastic or rubber covers will decrease 
the contamination of mattresses and pillows and 
should be disinfected daily. The benefit obtained 
from the removal of the staphylococci from the 
nose of infected patients has not been demonstrated, 
but is the subject of further study. 

A careful search should be made for concurrent 
disease or abnormality, for staphylococcic infections 
are frequently secondary to other pathological states. 
Some examples include diabetes mellitus, vascular 
insufficiency, and congenital or acquired cardiac de- 
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fects. Patients with hematological abnormalities 
such as neutropenia, agranulocytosis secondary to 
medications, leukemia, or other malignant diseases 
are susceptible to intercurrent staphylococcic infec- 
tions. Influenza, tuberculosis, bronchiectasis, and 
other abnormalities may be predisposing factors 
for the development of staphylococcic pneumonia, 
pulmonary abscess, and empyema. Surgical sutures, 
soil, wooden splinters, and other foreign bodies 
serve to retard the defensive mechanisms against 
bacterial invasion.” Open surgical wounds are known 
to become contaminated with staphylococci even 
in well-managed operating suites.* There are other 
unknown constitutional factors which affect host 
susceptibility which must be investigated before we 
understand the frequent spontaneous appearance of 
staphylococcic infections in otherwise healthy in- 
dividuals. 


Factors of the Pathological Process 
Which Affect Therapy 


It is particularly advantageous in the manage- 
ment of staphylococcic infections to understand the 
pathogenesis of the disease process. Knowledge of 
the changes that occur in the infectious process and 
the proper application of medical and surgical ther- 
apy may make the difference between therapeutic 
success and failure in the potentially seriously ill 
patient. Early in the process of staphylococcic in- 
vasion of tissue there is cellulitis and an increased 
vascularity of the area. During this period the use 
of antibiotics in conjunction with warm, moist com- 
presses may be of value and result in the subsidence 
of the infection. Such remission is often observed in 
patients with mastitis and cellulitis, if antimicrobial 
therapy is instituted early. The later formation of 
an abscess with its central core of necrotic tissue 
interferes with the action of therapeutic agents. The 
blood vessels become thrombosed and vascularity 
is thus diminished, with consequent decrease in the 
concentration of antibiotic agents in the center of 
the abscess. The surrounding fibromembranous 
inflammatory wall interferes with the diffusion of 
antibiotics into the infected site. Surgical incision 
of the abscess with evacuation is of maximum bene- 
fit during this phase of infection. 


Antibiotics in Therapy of Staphylococcic Infections 


It is apparent that in medical centers an increas- 
ing number of infections are produced 'by staphylo- 
cocci which are resistant to penicillin, streptomycin, 
and the tetracyclines. Fortunately new antibiotics 
have been produced which are effective against 
these micro-organisms. However, in hospitals where 
therapeutic agents such as these are used, strains of 
Staphylococcus are encountered which are resistant 
to chloramphenicol, erythromycin, and novobiocin. 
To make maximum use of antibiotics in serious in- 
fections, the physician should know the degree of 
antibiotic resistance or susceptibility of the invad- 
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ing strain. To obtain this information requires 24 
to 48 hours after the bacteriological specimen is 
submitted to the laboratory. Consequently, immedi- 
ate therapy must be empirical and based on the 
probability of certain antibiotics being effective. 
If the physician is aware of the characteristics of 
“hospital” or “epidemic” staphylococci, which usu- 
ally number from three to six different strains, the 
correctness of his empirical judgment will probably 
be confirmed by the results of the laboratory tests 
of antibiotic susceptibility. When the physician is 
familiar with this problem there is usually no reason 
for changing the therapeutic program after the 
completion of bacteriological studies; consequently, 
the patient has an advantage of two to three days 
of maximum therapeutic efficacy. 

Study of Relative Effectiveness.—The following 
investigations of the bacteriostatic and bactericidal 
activities of 13 antibiotics were made in an attempt 
to compare the relative effectiveness of the anti- 
biotics against staphylococci. Cultures from 13 hos- 
pitalized patients with staphylococcic infections 
were collected. The cultures represented five dif- 
ferent bacteriophage types which were known to 
cause most of the hospital-acquired infections at the 
Jefferson Medical College Hospital of Philadelphia 
during 1957. Seven of the cultures were of bac- 
teriophage type 52/42B/81/44A (designated type 
80/81 by The International Typing Reference Cen- 
ter; see article by Blair and Carr in this issue, 
page 1192), which is reported to be the major cause 
of staphylococcic infections in the hospitals in many 
parts of the world. The other strains which were 
studied included three cultures of bacteriophage 
type 44A and one culture each of 52A/79, 
3A/3B/3C/53, and 444/81. 

Method: The tube dilution method,’ employing 
serial twofold dilutions of antibiotics, was used. The 
bacterial inoculum consisted of 0.5 ml. of a 1:100 
dilution of an 18-hour broth culture. The minimum 
inhibitory concentration (bacteriostatic concentra- 
tion) of each of 13 antibiotics was determined for 
each of the 13 cultures. The antibiotics used in this 
study were penicillin, streptomycin, tetracycline 
(Achromycin, Tetracyn, Panmycin, Polycycline, 
Steclin ), tetracycline phosphate (Tetrex, Panmycin 
V, Sumycin), tetracycline and sodium metaphos- 
phate (Achromycin V), chloramphenicol (Chloro- 
mycetin), erythromycin (Erythromycin, Ilotycin, 
Erythrocin ), novobiocin ( Albamycin, Cathomycin), 
oleandomycin phosphate (Matromycin), vanco- 
mycin, ristocetin (Spontin), neomycin, bacitracin, 
Thiostrepton, and MK-111 (Streptogramin ). Three 
of the antibiotics—vancomycin, thiostrepton and 
MK-111—were available only for experimental clin- 
ical investigation at the time of this study. The 
bacteriostatic results are recorded as the lowest 
points of the bars in the figure. The contents of the 
test tubes which showed no evidence of growth 
after incubation were then cultured to determine 
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the minimum bactericidal concentrations for each 
culture. The bactericidal concentrations are repre- 
sented as the highest point of the bars in the figure. 
The length of the bars thus shows the range be- 
tween the minimum bacteriostatic and bactericidal 
concentrations for each of the cultures. For prac- 
tical purposes a culture is considered to be sus- 
ceptible if its growth is inhibited by 1 mcg. of an 
antibiotic per milliliter of broth. It is moderately 
susceptible if inhibition occurs in a range of | to 
to 10 mcg. per milliliter and resistant if more than 
10 meg. of an antibiotic per milliter is required 
to inhibit growth. The importance of the bacter- 
icidal action of an antibiotic in therapy is not well 
understood, since these effects are not commonly 
determined and, therefore, correlations are un- 
known. 

Findings: Only 2 of the 13 cultures were sus- 
ceptible to penicillin, and all were resistant to 
streptomycin. Three cultures were susceptible to 
tetracycline in concentrations that could be ther- 
apeutically effective. The minimum bacteriostatic 
activity of chloramphenicol ranged from 3.0 mcg 
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0.12 to 7.8 meg. per milliliter and exerted effective 
bactericidal effects in a range of 0.9 to 62.5 mcg. 
per milliliter. Neomycin inhibited growth in a range 
of 0.9 to 31.2 meg. per milliliter and was bacteri- 
cidal from 7.8 to 125 mcg. per milliliter. Bacitracin 
was bacteriostatic in concentrations of 0.9 to 3.9 
meg. per milliliter and was bactericidal in a range 
of 3.9 to 31.2 meg. per milliliter. MK-111 was bac- 
teriostatic from 0.25 to 0.5 meg. per milliliter and 
was bactericidal from 1.8 to 250 meg. per milliliter. 

These results indicate that penicillin, strepto- 
mycin, and the tetracyclines have little or no effect 
on these “epidemic” strains of staphylococci and 
would not be expected to be of therapeutic bene- 
fit. The action of erythromycin cannot always be 
predicted since approximately 50% of the strains at 
the Jefferson Medical College Hospital are resistant 
to this antibiotic. The staphylococci are moderately 
susceptible to the bacteriostatic effects of chlor- 
amphenicol, but this antibiotic lacks bactericidal et- 
fects. The new antibiotics—novobiocin, oleando- 
mycin, and ristocetin have beneficial antimicrobial 
effects against these micro-organisms. It would ap- 
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Bacteriostatic and bactericidal action of antibiotics on staphylococci. Each bar represents range of antibiotic effects on 
one culture. Bottom and top of bar represent bacteriostatic and bactericidal concentrations respectively. Concentrations of 


penicillin and bacitracin measured in units per milliliter. 


per milliliter to 31.2 meg. per milliliter with a lack 
of bactericidal effect. Approximately one-half of the 
cultures were inhibited by therapeutic concentra- 
tions of erythromycin, but the drug was not bac- 
tericidal for 8 of the 13 strains in the maximum con- 
centrations that were tested. Novobiocin was in- 
hibitory in concentrations below 3.9 meg. per 
milliliter in 11 of the 13 cultures and bactericidal 
in a range of 7.8 to 125 mcg. per milliliter in 11 in- 
stances. Oleandomycin was bacteriostatic in con- 
centrations of 0.5 to 31.2 meg. per milliliter and 
lacked bactericidal activity for 10 of the cultures. 
Vancomycin was bacteriostatic for all cultures in 
concentrations of 1.8 to 3.9 meg. per milliliter; was 
bactericidal in concentrations of 15.6 to 62.5 mcg. 
per milliliter for eight cultures, and lacked bac- 
tericidal effect for one culture. Ristocetin was bac- 
teriostatic in a range of 18 to 15.6 meg. per 
milliliter, but lacked bactericidal action for 12 of 
the cultures that were employed in this study. 
Thiostrepton was bacteriostatic in concentrations of 


pear from the above results that oleandomycin and 
ristocetin are lacking in bactericidal action on the . 
strains used in this study and are less bacteriostatic 
than novobiocin. Neomycin is effective and has its 
greatest usefulness in topical therapy of staphylo- 
coccic infections. It can be administered paren- 
terally as a last therapeutic resort, but deafness may 
result from this use. Bacitracin is also effective in 
vitro but intramuscular administration should be 
limited to a daily dose of 1,000 units per kilogram 
because of possible toxic effects. Vancomycin, thio- 
strepton, and MK-111 are antibiotics which are 
effective against the “antibiotic-resistant” strains of 
staphylococci, but since they are in the process of 
clinical investigation at the time of this study, and 
are not as yet complete, they will not be discussed 
in this report. 

A general knowledge of the antibiotic suscepti- 
bility of strains of “epidemic” staphylococci and the 
concentrations of antibiotics attainable in vivo with 
different forms of administration is of aid in the 
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selection of the antibiotics of choice in the treat- 
ment of patients with severe staphylococcic infec- 
tions. Relative toxicity of each antibiotic should be 
considered in the selections. When combinations of 
antibiotics are employed, the etiological agent must 
be susceptible to each antibiotic that is used. If an 
abscess is inaccessible or its location is only sus- 
pected or unknown in a patient with bacteremia, 
the most effective antibiotic should be administered 
in high dosage by means that will provide maximum 
concentrations of the drug in the plasma and tis- 
sues. Intravenous administration may be of more 
beneficial use than oral or intramuscular therapy 
during this stage in patients with severe illness. The 
administration of the antibiotics should be con- 
tinued for sufficient time to allow the elimination 
of the infectious agent. A relapse may occur if anti- 
microbial therapy is discontinued too early in pa- 
tients with previous septicemia, even though the 
patient is afebrile. 


Summary 


The basic principles of management and therapy 
of staphylococcic infections have been considered. 
Staphylococcic infections vary from minor infec- 
tions of the skin to fatal overwhelming septicemia. 
The formation of abscesses limits the effectiveness 
of antimicrobial therapy and necessitates surgical 
intervention. Stringent aseptic techniques should 
be employed in an attempt to prevent re-infection 
of new skin sites of patients with purulent drainage 
to the external surface. Aseptic methods are also 
important in decreasing the spread of these bacteria 
to healthy people who may become carriers, as well 
as to other susceptible patients. The comparative 
in vitro effectiveness of 13 antibiotics on “epidemic” 
strains of staphylococci have been evaluated as an 
aid in the selection of antimicrobial therapy. 
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YPERCALCIURIA FOLLOWING POLIOMYELITIS.— Urinary calcium, phos- 


phorus and creatinine excretion were studied serially after paralytic polio- 
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myelitis in 27 adults and children for periods lasting 2 to 12 months. Less 
detailed observations were made on 27 additional patients. The patients had paralysis 
which ranged from mild cranial nerve involvement to total quadriplegia. The degree 
of immobilization ranged from practically none to severe. All patients studied im- 
mediately subsequent to acute illness had a significant increase in urinary calcium 
excretion, which reached a maximum in the second to eighth weeks after polio- 
myelitis. This early hypercalciuria attained levels which averaged twice the predicted 
normal urinary excretion for age and sex. The rise was independent of the site or 
degree of paralysis or immobilization. Hypercalciuria ceased by the 14th week after 
onset of poliomyelitis in patients with bulbar and high spinal paralysis, whereas it 
continued up to 12 or more months in severely paralyzed persons. Only two patients 
had excessive calcium excretion lasting more than 15 months after onset of polio- 
myelitis. Both had renal calculi. The evidence suggests that demineralization after 
poliomyelitis is initiated and maintained by systemic neurohumoral factors as yet 
only partially clarified. These factors appear at least to supplement any loss of stress 
and strain on bones resulting from immobilization—M. F. Dunning, M.D., and 
F. Plum, M.D., Hypercalciuria Following Poliomyelitis, A. M. A. Archives of Internal 


Medicine, May, 1957. 
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PROGRAM FOR PREVENTION AND ERADICATION OF 
STAPHYLOCOCCIC INFECTIONS 


W. Emory Burnett, M.D., H. Taylor Caswell, M.D., Kenneth M. Schreck, M.D., Elsie R. Carrington, M.D. 
Norman Learner, M.D., Howard H. Steel, M.D., R. Robert Tyson, M.D. 


William C. Wright, M.D., Philadelphia 


At Temple University Hospital we insist that all 
infections be reported promptly to the hospital ad- 
ministrator or some similarly central person. This 
obtains recognition of the true state of affairs, which 
is not admitted by some and not recognized by oth- 
ers. Adherence can be obtained from certain reluc- 
tant staff members by holding the resident respon- 
sible for reporting. Residents usually have sufficient 
respect for authority to adhere to the rules. The 
department of bacteriology is one of the best 
sources for reporting infections. 

We appointed a committee made up of a chair- 
man from general surgery, Dr. H. Taylor Caswell 
and representatives from each surgical specialty 
from pediatrics, anesthesiology, bacteriology, nurs- 
ing, and medicine. They meet weekly, receive re- 
ports of infections from the administrator and the 
department of bacteriology, investigate each case. 
and make recommendations for conduct of hospital 
procedures, changes, etc. They are thus able to 
watch progress and to assess the values of various 
steps taken. 

Fertile methods of investigation and/or correc- 
tion were to (1) check on all sterilization and 
laundry procedures; (2) check on all personnel in 
attendance; (3) return to the strict aseptic tech- 
niques of the pre-antibiotics era; (4) discourage 
indiscriminate use of antibiotics; and (5) analyse 
the debatable move of routine use of antibiotics in 
surgical wounds. 


Results of Program 


Check on Sterilizing and Laundry Procedures.— 
Instruments, gloves, linen, and water were found 
innocent of infection and satisfactory on all counts. 

Laundry was sterile at the end of process—the 
man in charge of the laundry was so confident of 
his processing that he drank the last rinse water 
while inspectors watched him. However, linen 
contaminated with so-called hospital Staphylococ- 
cus or any other noteworthy pathogens was given 
special treatment. At the source of contamination, 
it was placed in linen bags with red rims for identi- 
fication. These were handled as separate batches 
in laundry by gloved workers and also ended up 
sterile by the laundry processing. 

On the wards and private floors, patients with 
staphylococcic or other serious infections were 
placed under modified isolation technique, and 


From the Temple University Medical Center. 
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their linen and blankets placed in red-rimmed 
cloth bags for special handling as stated above. 
Early in our search, it was found that blankets 
were not being changed or sterilized between pa- 
tients. This was corrected. Oiling of blankets and 
linens was not adopted. Mattresses are encased in 
plastic covers which can be cleansed with anti- 
septic. Wet mopping of the entire hospital was 
reinstituted to diminish dust, and antiseptics were 
used on mops in operating rooms and spaces occu- 
pied by infected patients. Doctors used rubber 
gloves to handle infected patients and avoided 
contact of clothing, ete.. with bed or trappings of 
infected patients. Soap and water and alcohol were 
used freely on the hands of attendants of all types. 
An effort was made to break the chain of trans- 
mission in any direction, which should include the 
electrodes of electrocardiograph, x-ray tables, food 
trays, etc. Great care was taken to avoid placing 
surgical patients in the same room with infected 
ones. 

\ special operating room was used only for 
contaminated cases and these were placed at the 
end of operating lists. The room itself was then 
mopped with antiseptic. Since many emergency op- 
erations are done for some effect of infection, they, 
too, were done in this special operating room. An 
effort was made, with varving success, to keep this 
room unused and aired for 24 hours after each use. 
The problem faced by Shooter and co-workers ' of 
airborne contamination from adjacent wards, etc.. 
due to exhaust tvpe ventilation sucking air through 
the cracks of closed doors into operating rooms, as 
demonstrated by titanium chloride smoke and 
multiple culture plates, did not have to be faced, 
because our operating rooms were air-conditioned 
and under some positive pressure blowing air out 
of the rooms. Recirculated air passes through filters 
to avoid redistribution of infection. 

Check on Personnel.—All medical personnel were 
encouraged to stay off duty if they developed in- 
fected lesions, and the doctors helped to police this 
phase, occasionally having to insist that someone 
leave his or her duty. Local lesions were treated by 
compresses and drainage. Only those who were 
definitely ill were given appropriate antibiotics. 
Medicated soap (hexachlorophene) was prescribed 
for bathing, and those with repeated infection 
were treated with vaccine, either autogenous or a 
stock vaccine of the “hospital Staphylococcus” as 
indicated by cultures, and by courses of novobiocin 
or chloramphenicol. The antibiotics were routinely 
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effective, the vaccine questionable. Surgical wounds 
were treated with early adequate drainage and 
topical irrigations with aminoacridine, antibiotics, 
etc., and systemically administered chlorampheni- 
col and novobiocin. 

Nasal cultures were made on 640 members of 
hospital personnel and 41% were found to harbor 
a coagulase-positive Staphylococcus, but only 4% 
were of the significant phage type 42B/52/81 
(designated type 80/81 by the International Typing 
Reference Center [see article by Blair and Carr on 
page 1192 of this issue]) which was responsible for 
69% of the hospital infections. Serial cultures of 
these carriers showed considerable variation be- 
tween the presence and absence of positive cul- 
tures. We arrived at the conclusion that the nose 
was not an important source of contamination. 
However, these people were warned to take special 
precautions but were not treated with antibiotics. 
Consideration was given to a universal vaccination 
of all personnel but there were many arguments 
against it. chiefly the various strains of Staphylococ- 
cus causing the lesions, and it was not instituted. 
Nurses’ aides, orderlies, etc., were more difficult to 
watch but seemed to have very few infections. 
Student nurses seemed most vulnerable and the 
majority of their infections were on exposed areas 
suggesting contact transmission. 

Return to Strict Aseptic Techniques of Pre- 
antibiotics Era.—For those connected with actual 
surgical procedures, we abandoned all the short 
cuts and easygoing procedures which had grown 
up in most hospitals in the past 10 years and re- 
verted to the strict aseptic techniques of the pre- 
antibiotics era. 

Our medicated (hexachlorophene) liquid soap, al- 
though sterile in its concentrated form, was found, 
when diluted for use, to harbor a resistant Escheri- 
chia coli, as did the dispensers. We discarded the 
5-minute scrub with this for a 10-minute scrub with 
white bar soap and sterile brush. Between opera- 
tions, five minutes sufficed if hands touched noth- 
ing after removing the gloves of the previous op- 
eration. A 70% alcohol bath for one to two minutes 
completed the hand preparation. Multiple check 
cultures proved this effective even after two to 
three hours of operating. 

Multiple layer gauze masks were replaced by 
thick filter types. These and caps were changed for 
each operation. 

Separate clean shoes for operating rooms only 
were required of even the students. Hypochlorite 
mats in large rubber “flats” were placed for wiping 
shoes before entering the operating suite. Even 
visiting physicians were required to exchange all 
street clothing for scrub suits and to wipe their 
shoes on the hypochlorite mats. This was quite a 
hardship for them but has been grudgingly ac- 
cepted. Visits outside the operating suite to make 
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rounds, visit laboratories, etc., in operating room 
clothes were discouraged. When such was deemed 
necessary, street shoes were worn for that trip and 
a clean scrub suit donned upon returning. 

After anesthesia had been induced, the operative 
field was cleansed with bar soap and _ scrubbing 
brush, wiped off with a sterile towel and further 
prepared with a brisk scrub with ether sponges and 
generous application of tinted alcohol. Procedures 
on patients with furuncles or other evidence of in- 
fection were postponed unless surgery was man- 
datory. 

Careless methods of dressing wounds were de- 
leted. Nurses carefully schooled in sterile tech- 
nique were again put in charge of dressing car- 
riages. For infected wounds, gloves were again used 
as well as the usual instruments. Soiled dressings 
were placed in paper bags to be incinerated or 
autoclaved and all instruments, linen, gloves, etc., 
used in the procedure were placed in paper bags 
for sterilization before being cleaned or handled 
in any way. After this, they went through the usual 
cleansing, packing, and sterilizing. 

Discouragement of Indiscriminate Use of Anti- 
biotics.—We have tried vigorously to combat the 
indiscriminate use of antibiotics so often given 
futilely for various mild illnesses, such as the com- 
mon cold, and in small amounts which tend to 
immunize rather than mortify bacteria, engender- 
ing resistant strains, or to destroy competitive nor- 
mal flora, permitting pathogen growth. Unfortu- 
nately, patients have been taught to expect this of 
the “modern” doctor. Our staff is alerted to the 
danger and heeds the warning. 

Routine Use of Antibiotics in Surgical Wounds.— 
Lastly, a very debatable step was taken. For one 
vear, from March, 1956, to March, 1957, to avoid 
seasonal influence, most of the clean wounds were 
treated with 10 cc. of saline containing 10,000 units 
of penicillin per cubic centimeter as they were 
being closed. This was combined with the other 
measures mentioned above so that its value, if any, 
is difficult to assess. Certain it is, however, that an 
alarming increase of clean wound infections to 5% 
was reduced again to a tolerable rate of 0.4 to 1.0%. 

For the past eight months, this antibiotic instilla- 
tion has been omitted without appreciable increase 
of infections of clean wounds. 

Thus we illustrate a logical and practical, al- 
though somewhat tedious, program which brought 
us back to a level of staphylococcic infection which 
was not so frightening. Noteworthy is the fact that 
there is no one source of error, but many small 
tacets which must be corrected and _ vigilantly 
policed. 
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PREVENT 


Throughout recorded history physicians have 
made serious efforts to prevent cross infections in 
hospitalized patients. Modern bacteriology supplied 
a reasonable rationale for the formulation of 
methods. The detailed measures essential to aseptic 
and isolation techniques became accepted by all 
hospital personnel as a matter of course for regular 
daily operations. Considerable success in preventing 
intrahospital infections was a result. A change in 
approach has begun to develop over the past 20 
vears, with the introduction of effective chemo- 
therapeutic agents. Sulfapvridine, in 1938, began 
the modern therapeutic era for Staphylococcus 
( Micrococcus ) pyogenes.’ Because of the effective- 
ness of antimicrobials, a tendency to overlook the 
time-tested methods became apparent.’ The use of 
antimicrobials for preventing staphylococcic in- 
fections became relatively ineffective. The facility 
with which strains of Staphylococcus pyogenes 
develop resistance to antimicrobials is a discourag- 
ing aspect of the experience with each antibiotic 
discovered.’ The situation at present finds specific 
therapy increasingly limited in value, while the 
relatively successful measures for prevention by 
isolation are rusty from disuse, or were never 
learned in the first place. Today, there is ample, 
and often tragic, evidence that the number of 
hospital-acquired infections due to strains of anti- 
microbial-resistant staphylococci have created a 
major problem. 

The emergence of antimicrobial-resistant strains 
of organisms is of significance to the future of 
antibiotic therapy.’ The effectiveness of antimicro- 
bials introduced during the past 23 years has re- 
duced the extent of fundamental research on 
staphylococci. Subsequent developments, particu- 
larly the recent experience with staphylococci, sug- 
gests that a return to basic studies of immune 
mechanisms and _ host-parasite relationships is 
urgently needed. The possibility exists that present 
methods may eventually fail to control infections 
caused by many bacteria.” Several groups of bac- 
teria have already become relatively ubiquitous.° 

The purpose of this paper is to consider the 
methods available now for prevention and control 
of staphylococcic infections in hospitals, as they 
relate to the environment, including personnel. 
Formal and informal types of educational tech- 
niques cannot be divorced from any aspect. 
Sufficient information about the problem, and ac- 
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HYGIENE AND EDUCATION 
STAPHYLOCOCCIC 


John W. Brown, M.D., Berkeley, Calif. 


WITHIN HOSPITALS TO 
INFECTIONS 


ceptance of personal responsibility for preventive 
measures by every person, are requirements to 
success. 

The ecology and epidemiology of the subject are 
directly pertinent to the purpose. Reference will 
be made to certain aspects considered important to 
the rationale for the suggestions contained in this 
paper. A few of the many good papers published 
recently to summarize various features of the prob- 
lem are among the references.” New data are rapid- 
ly accumulating. A body of knowledge has been 
acquired which seems to form a clearer epidemio- 
logic pattern than heretofore. This background may 
help develop more effective methods to control 
cross infections due to staphylococci. Eradication of 
the intrahospital-acquired infections remains a goal 
the answer to which is not provided by the knowl- 
edge to date. The urgency of the problem demands 
that all preventive measures against staphylococcic 
cross infections, promising for control, should be 
instituted now, and improved whenever better data 
become available. 

The literature contains different, sometimes con- 
Hicting, views expressed by different authors on the 
epidemiology and best methods of control of 
staphylococcic infection, each based on data col- 
lected. Therefore, much of the description and 
many of the recommendations in the sections to 
follow are of necessity based upon personal evalua- 
tion of published information, experience, and 
judgment. 


Nature of the Problem 


Since May, 1956, 115 hospitals in California (of 
approximately 400) have given official recognition 
to the presence of staphylococcic infections ac- 
quired in the hospital. All wards and services, in- 
cluding hospital personnel and attending staff, have 
been affected. When an outbreak occurs in any 
hospital, the attention is usually focused on one or 
more units which are involved at the time, but the 
hazard is present in all areas. Many patients have 
died from staphylococcic infections acquired in the 
hospital. Staphylococci cause most instances of “ter- 
minal pneumonia.” In many of the fatal cases of 
influenza due to the recently encountered Asian 
strain, which have been carefully studied, patients 
have had a complicating or associated staphy- 
lococcic pneumonia. 

The accumulated evidence suggests that nearly 
every hospital has experienced increased numbers 
of intrahospital-acquired staphylococcic infections 
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that are antimicrobial-resistant, whether recognized 
or not. Conditions have been found to be nearly the 
same in all parts of the world where studies have 
been made.* 

Letourneau * expressed his concern in a forceful 
manner, worthy of quoting: “There is a serious 
problem facing hospitals today which demands 
recognition. More important than relationships be- 
tween medical staff and administration, more im- 
portant than financing of hospitals, more important 
than the nursing shortage, more important than 
personnel management, this problem involves the 
life and death of our patients.” This statement was 
made in connection with nosocomial infections in 
general, not limited to cross infections due to 
staphylococci per se, but directed essentially 
toward this important example. Many thoughtful 
physicians believe that the situation is the most 
immediately urgent of all in the field of infectious 
diseases. 

The occurrence of frank outbreaks of infections 
has begun in many hospitals during the last two to 
four years. Awareness by the medical profession 
generally is gradually developing. Nevertheless, a 
near majority of hospital staff personnel remains 
innocent of the dangerous Staphylococcus which 
exists among them. Education within hospitals 
should be concerned with demonstrating this truth. 

Estimation of Prevalence.—A means of estimating 
the extent to which intrahospital-acquired infec- 
tions are occurring is important to understanding 
the nature of the problem. Rarely, if ever, has this 
been defined with any degree of exactness. Com- 
prehensive studies of localized units or hospitals 
are available, but do not provide other than an 
estimate of prevalence. 

Obvious reasons explain the difficulty in obtain- 
ing accurate figures. An organized system for 
gathering data is lacking. Man has lived with 
staphylococci as long as he can remember. Staphy- 
lococci cause the most minor, the most terrible, and 
the most frequent bacterial infections. It would 
seem that familiarity bred of propinquity has 
caused neglect of sufficient study of this group of 
organisms. Classification and clinical recognition 
require clarification. The profession has considered 
staphylococcic cross infections to be evidence of 
“bad luck” or laxity in preventive measures. In 
California, prior to May, 1956, the diagnosis of a 
staphylococcic infection rarely appeared on a 
death certificate. As indicated before, about one- 
fourth of all hospitals in this state have acknow]l- 
edged the occurrence of nosocomial infections. 
Many of these hospitals are determining the sub- 
clinical infection rate and distribution of resistant 
organisms by culture. Many are establishing the 
bacteriophage pattern of the resistant organism 
strain present in the hospital. The typing is done 
in the bacteriology laboratory of the California 
State Department of Public Health. Organized re- 
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search is in progress in eight institutions, in con- 
sultation with members of the state and local health 
departments. All reluctance to discuss staphylo- 
coccic infections acquired in a hospital must be 
overcome before a measure of the extent of infec- 
tion can be developed. Open discussion is important 
to education within hospitals. An attempt to devel- 
op some reasonable system for reporting or sur- 
veillance is under way in California. The California 
Hospital Association, California Medical Associa- 
tion, California Conference of Local Health Offi- 
cers, California Association of Bioanalysts, Cali- 
fornia State Osteopathic Association, California 
Pharmaceutical Association, Academy of General 
Practice, Academy of Pediatrics, California Society 
of Clinical Pathologists, California League for Nurs- 
ing, California State Nurses’ Association, and Cali- 
fornia State Department of Public Health are being 
asked to collaborate in studying methods for gath- 
ering data. The California Hospital Association and 
the State Health Department are initiating this pro- 
gram with the support and assistance of these 10 
voluntary associations. 

The incubation period of intrahospital-acquired 
staphylococcic infections is an obstacle to obtaining 
information on morbidity. It is common for new- 
born infants and mothers to develop their first sign 
or symptom of infection days or weeks after dis- 
charge from the hospital. 

Pattern of Staphylococcic Infections.—Pertinent 
information as to the pattern of staphylococcic in- 
fections is available from the observations made in 
many hospitals: 1. Infection which develops out- 
side and is brought to the hospital for treatment. 
The Staphylococcus is ordinarily not the hospital or 
epidemic type. 2. Intrahospital-acquired cross in- 
fections. The organism is usually the antimicrobial- 
resistant hospital strain of staphylococci. Most hos- 
pitals share the same epidemic type. 3. Infections 
which develop after leaving the hospital. The 
organism is the hospital strain in most instances. 
4. Subclinical infections harbored in the nose and 
throat of hospital personnel and attending staff. 
Such “carriers” are usually found on services where 
staphylococcic infections are occurring. By contrast, 
sometimes none of the nursery personnel carry the 
epidemic type, while a high proportion of newborn 
infants may be infected. 5. Contacts, outside the 
hospital, of discharged patients who have acquired 
the hospital strain. These occur most frequently in 
the household. Contact “carriers” may remain sub- 
clinically infected for months. 

Individual Susceptibility (the Host Factor).—In- 
dividual susceptibility or resistance to staphylo- 
coccic infection is probably crucial to the problem. 
Age is the most important single factor. Newborn 
infants, especially prematures, and the aged are 
the most susceptible to infections. Adults with 
debilitating :onditions, as found on medical, sur- 
gical, and ° \aternity services, lose their usual re- 
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sistance to the staphylococcus. Normal adults 
usually possess considerable resistance. However, 
conditions such as influenza bring the otherwise 
healthy adult into the susceptibility category of a 
debilitated or elderly individual. At the present 
time, the problem of widespread dissemination of 
antimicrobial-resistant staphylococcic infections due 
to an epidemic type is the direct concern of anyone 
planning the study and control of pandemic or 
epidemic influenza. 

Accumulated evidence suggests that infection is 
perpetuated from patient to patient, however initi- 
ated in hospital. It appears to be the susceptible 
patient—the infant, the elderly, the debilitated—in 
whom the “hospital strain” becomes implanted, after 
the patient enters the hospital. The number of hos- 
pital personnel “colonized” has been reported to 
range between 10 and 80%, in different studies.” 
The length of time in residence in the hospital 
seems to increase the number of personnel who 
acquire the infection. 

The consensus at present suggests that the new- 
born nursery is the most important reservoir of the 
“epidemic type” of staphylococci in a hospital.” The 
strain may become implanted in the nasopharynx 
of susceptible nursery personnel and subsequently 
disseminated to personnel in other wards. There 
are many reasons for believing that staphylococcic 
infections stem from the nursery. These reasons are 
implied in the foregoing and described in many 
papers.” 

The use of bacteriophage typing of staphylococci, 
together with the antimicrobial resistance pattern 
of the strain involved, is helpful to the study of 
epidemiology within hospitals and essential to such 
studies after discharge. 

Dosage Factor.—The dosage of organisms to 
which the patient is exposed is doubtless of sig- 
nificance for invasion of staphylococci. The number 
of organisms in the air of the environment may be 
second in importance to individual susceptibility. 
This aspect of environment in hospitals should be 
possible to control. 


Environmental Hygiene 


It is established that infections due to the epi- 
demic type of hospital-acquired Staphylococcus 
pyogenes have been the result of some contact 
within the hospital. A search for the means by 
which cross infections are disseminated is neces- 
sary. Examples of direct contact between infants 
are as follows: 

1. The ink pad, used in the delivery room to 
record the footprint of each infant at birth, is used 
in series. Footprinting is required by law in some 
states. 

2. Penicillin ophthalmic ointment is permitted in 
most states, in lieu of silver nitrate, for the prophy- 
laxis of ophthalmia neonatorum. The product is 
used almost universally in hospitals. It is usually 
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packaged in %-oz. tubes, a quantity sufficient for 
instillation into the eyes of as many as 25 infants 
in series. Both the ink pad and the ointment have 
been mentioned as sources of contamination. How- 
ever, cultures of these items, obtained from hos- 
pitals in California where staphylococcic infections 
were occurring in the nurseries, have failed to re- 
veal the presence of staphylococci. 

3. A common comb and common hair brush are 
used in many hospitals for all infants before visit- 
ing hours. 

1, A common thermometer is often used for 
several infants. 

5. Sometimes, though an individual thermometer 
is provided, a common lubricant is used. 

6. Crowding in central hospital nurseries is often 
observed, and is another source of potential ex- 
posure. In California the minimum space _ for 
nurseries in hospitals established prior to Jan. 1, 
1947, is 20 sq. ft. of floor space for each bassinet. 
Too often this minimum is reduced by the admis- 
sion of more patients than the hospital quota 
specifies. 

7. The air in a nursery is invariably contaminated 
with the hospital strain of staphylococci. This has 
been measured many times. Elsewhere, wherever 
suppurative wounds occur or other types of serious 
infections due to staphylococci are present, large 
numbers of organisms are present in the air 

8. The handling of linen: (a) The same cart is 
often used to transport both clean and dirty linen 
through devious channels of the hospital corridors, 
contacting many people as it goes. It is often un- 
covered. (b) A laundry chute is commonly used 
without the precaution of the double lock to pre- 
vent the piston-like action from forcing organisms 
from dirty linen out into the air of the floor below. 
In one hospital it was noted that the entry and 
exit from the linen room were being bypassed, and 
the linen was being transferred through the win- 
dows. When an outside laundry is employed, the 
exact methods of handling are often not known. 
The opportunity for contamination would seem 
great during such transit unless the utmost pre- 
cautions were taken. (c) Autoclaving all linens be- 
fore they are sent to the laundry from nursery, 
maternity, and other isolated areas is a desirable 
precaution. Badly soiled linens should be cleansed 
in the utility room before autoclaving. 

9. The gauze mask: There are potential hazards 
in incorrect, casual, or prolonged wearing, especial- 
ly if the wearer places undue confidence in the pro- 
tection afforded by the mask. The numbers of 
organisms disseminated are greatly increased by the 
wearing of masks over prolonged periods. Further, 
removal of a mask that is wet and growing staphy- 
lococci, only to allow it to dangle from the neck 
and dry before placing over the face again, is 
obviously improper. This preserves the staphylo- 
cocci and provides greater dissemination. 
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10. A common file for cleaning the nails during 
scrubbing is often used in hospitals. Individual 
sterile orange sticks should be substituted. 

Transfer of Patients from One Service to An- 
other.—The transfer of patients with infections or 
other diseases from one service to another is con- 
mon practice in most hospitals. Patients who ac- 
quire intrahospital infections should be isolated 
without transfer. Patients who re-enter a hospital 
because of a staphylococcic infection acquired 
there should be returned to the original service. 
There might be exceptions. Strict isolation tech- 
nique should be used where suppurative wounds 
are present. This is standard procedure for post- 
operative wounds. At least it is possible to “isolate 
the wound,” if not the whole patient. However, as 
a rule, those who have an infection due to a hos- 
pital strain of staphylococci, also have the organism 
in the nasopharynx, whether recognized or not. 
The staphylococci are also excreted in large num- 
bers in the stool. Consequently, the potentially 
dangerous organisms are on the skin. The term 
“skin dispenser” is descriptive and has been applied 
to such patients. 

In one hospital, patients were being transferred 
to medical wards for the long-term care of surgical 
wound infections. This can be an extreme hazard 
to the chronically ill medical patient. 


Recommendations 


The recommendations to follow are considered 
to be basic to good hospital management and to be 
practical for most hospitals.'® Principles are stressed. 
These pertain to all services, including service units. 
Examples of the measures which seem essential are 
included as a foundation for the ultimate definitive 
preventive measures to eradicate intrahospital 
staphylococcic infections. The principles consist of 
known methods of isolation and aseptic technique. 
The foregoing sections are intended to indicate a 
rationale for these. 

Acceptance of personal responsibility for the best 
possible isolation technique by each member of 
the hospital staff is fundamental. 

Handwashing—Possibly the Most Important 
Single Control Measure—The hands should be 
scrubbed immediately preceding entrance to an 
isolation unit, and thoroughly washed before any 
patient care and after care of each patient in the 
unit. Adequate facilities should be provided in 
convenient locations to facilitate the “handwashing 
rule.” Foot, knee, or elbow controls for water and 
a mechanical soap dispenser are recommended. 

Soap.—A hexachlorophene cleanser containing the 
bacterial inhibitor G-11 is suggested. 

Gown and Mask Technique.—A gown and mask 
should be worn by all persons who enter a nursery 
or other isolated area for short intervals. It is sug- 
gested that personnel, whose primary duty is within 
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a nursery or other isolated area, omit the gown 
and the mask. The gauze mask should be replaced 
by a clean one after 30 minutes of use. 

Washing of Infants.—Bathing infants with a hexa- 
chlorophene cleanser, 1 0z., and water to make one 
quart, has been instituted in several hospitals. The 
bath is given every other day. Hospitals in Cali- 
fornia which are known to be using this technique 
have reported a striking diminution in number of 
hospital-acquired staphylococcic infections among 
infants and mothers. A similar trend has been de- 
scribed in other parts of the hospital. A cause and 
effect relationship is not established, but is sug- 
gested. The procedure is rational. Recent experi- 
ence suggests that a return to bathing of newborn 
infants, as described, may be helpful in preventing 
the staphylococcic disease problem and at least 
should be given a thorough trial. 

Handling of Items Inside and After Removal 
from an Isolated Unit or Area.—The “principles” 
governing isolation technique are applicable, irre- 
spective of direct contact with patients. 

Linen.—Scrupulous attention to eliminate con- 
tamination from linens is important. Some of the 
problems involved have been mentioned. 

Bedside Equipment.—Bedside equipment should 
be thoroughly cleaned daily. All equipment should 
be issued for the exclusive use of each patient and 
should be autoclaved before being used by another, 
except the items which would be destroyed by so 
doing. 

Preparation and Handling of Food.—Special pre- 
cautions in the handling of food are obviously 
desirable, particularly the preparation of infants’ 
formulas. 

Instruments.—Instruments sould not be removed 
from the isolation units. Careful technique by the 
attending physicians during all procedures is im- 
plicit. 

Segregation of Patients on Admission.—The sys- 
tem of separating patients with an infection or 
suspected infection is an exacting duty of the ad- 
mitting physician. It has established value. Pre- 
vention of intermingling after admission must be 
strict, if screening is to be effective. 

Suspect Nursery.—The use of suspect nurseries 
has demonstrated the value of early isolation on 
suspicion. Strict isolation precautions are observed 
in the suspect nursery, but the central nursery 
personnel carry on the care of patients there. How- 
ever, patients should not be transferred back to the 
central nursery. 

Isolation Nursery.—An isolation nursery should 
be maintained, removed from the area of the main 
nursery, and have a separate staff. 

Rooming-in.—The principle of “rooming-in” is a 
good one, wherever feasible. There are reports 
attributing success in terminating outbreaks of 
staphylococcic infections in some hospitals to the 
system of rooming-in. In most hospitals newborn 
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infants are sent to the central nursery for a 24-hour 
observation period before being placed with their 
mothers. This gives the ubiquitous Staphylococcus 
an opportunity for “colonization.” The principle of 
rooming-in does not allow any contact between 
infants. 

Length of Postpartum Residence.—Three days 
of residence post partum is usual. This is a reason- 
able time for patients without complications to re- 
main in the hospital. It can be reduced to two days 
in many instances. Crowding may be Ciminished in 
proportion to the length of stay. 

Transfer of Patients.—Transfer of infected pa- 
tients to other services free of staphylococcic in- 
fection is theoretically hazardous and to be con- 
demned. There may be very rare exceptions. 

Infected Personnel (Carriers).—Some hospital 
personnel seem to be predisposed to implantation 
by the epidemic-type staphylococci. The naso- 
pharyngeal “carrier” state is persistent in some in- 
dividuals. Experience has demonstrated that it is 
useless, if not harmful, to shift infected personnel 
from one service to another, especially if the move 
is to a unit which was free of staphylococcic in- 
fection. Experience also has shown that relieving a 
“carrier” from work entirely is not the answer. 
When removed from the hospital environment the 
person may lose the epidemic type of Staphylo- 
coccus from the nasopharynx in a time which 
varies with the host. However, “colonization” will 
soon take place when contact with the organism is 
reestablished. 

Crowding.—Crowding in nurseries and elsewhere 
is a common fault in most hospitals. Sometimes it 
is almost impossible to go between bassinets. 
Obviously, any crowding of patients at greatest risk 
is undesirable. Admission of newborn infants to 
separate units by day of birth may have merit, in 
that it would separate the “just born” from the 
“older” infants. 

Limitation of Personnel in Nurseries.—The num- 
ber of individuals who enter any isolation area, 
especially nurseries, should be the minimum. This 
is a time-tested precaution and applies to any part 
of the hospital where there are patients at risk. 
Such restrictions are effective in proportion to the 
vigor with which the one in charge enforces the 
rules. 

Visitors Each visitor adds to the number of 
individuals who have contact with the hospital and 
presumably the dangerous Staphylococcus. Visitors 
should be limited when infection is present. Not 
more than two for each patient seems reasonable. 
Visiting should be limited to the same two in- 
dividuals to prevent additional contacts. In mater- 
nity units, it is suggested that visitors be required 
to cover their street clothes with a clean gown. 
Visitors should not approach the patient and infant 
(if the latter is isolated with the mother) beyond 
the threshold of the door to a single room, or within 
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5 ft. of any patient, if more than one is occupying 
a room. Appropriately placed chairs, readily avail- 
able gowns, and prominently posted instructions 
with reasons for the requirements, are helpful. 
Upon leaving, visitors should remove the covering 
gown and wash their hands. 

Supervision.—Presence of a trained supervisor is 
vital to accomplishment of most of these recom- 
mendations. Experience has shown that extending 
of nursing responsibilities over several wards or 
services increases the opportunity for intrahospital 
transmission of infections. It is undesirable for any- 
one to cover more than one service. Free substitu- 
tion of nursing personnel between services, or the 
system of a “float nurse” or “float supervisor,” adds 
to the number of contacts for both patients and 
personnel. A method to minimize the number of 
contacts incident to nursing care can usually be 
worked out if these factors are considered when 
making the duty schedule. 

Antimicrobial Prophylaxis.—Antimicrobial pro- 
phylaxis is not recommended by either local or 
systemic routes for patients or personnel. Several 
reports demonstrate the ineffectiveness of admin- 
istering antibiotics for prophylaxis. Experience has 
shown that unfavorable effects may result. Thera- 
peutic doses of a drug are occasionally indicated 
for prevention under unusual circumstances."' 


Specific Housekeeping Procedures 


Public health departments have field representa- 
tives who are experienced with equipment, hospital 
construction, and the facilities necessary for strict 
isolation technique. Public health nursing consult- 
ants can assist in arranging convenient and 
effective isolation techniques. Certain specific de- 
tails which are considered important will be noted 
below. This paper does not propose to describe all 
elements involved, but to take certain of the more 
important features for examples. 

Central Supply.—A central supply, which is ade- 
quately staffed and appropriately located within a 
hospital, can develop methods which are very help- 
ful in carrying out the principles of environmental 
hygiene and isolation. This unit can assist all serv- 
ices. Even the smallest hospital can benefit from 
an effectively functioning central supply, and exist- 
ing units in hospitals could be expanded to include 
more of the services necessary for maintaining pro- 
tection from intrahospital infections." 

Cleaning the Environment.—Cleaning the en- 
vironment means not only the removal of dust and 
dirt but, in particular, the use of methods to elimi- 
nate or reduce the numbers of antimicrobial- 
resistant staphylococci and other organisms which 
are constantly present in the air. If efficient, the 
methods used can reduce the airborne dose of the 
dangerous organisms to which all hospital patients 
are exposed. The measures apply to terminal as 
well as concurrent disinfection.'* 
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Sunlight and Ventilation.—An abundance of sun- 
light and fresh moving air has probably the best 
sterilizing effect of any method of cleansing the 
air of hospitals and their physical structures. 
Sunning and airing of a room and its contents for a 
period of 24 hours after a patient has been dis- 
charged is effective. Articles which cannot be 
treated in another manner without harming them 
should be exposed to the sun and air of the out- 
doors for 24 hours or more. 

Ultraviolet Light and Aerosols.—Controlled ex- 
periments with ultraviolet light irradiation or with 
triethylene glycol aerosol have not consistently re- 
duced the number of infections in hospitals. The 
methods employed have not been successful in 
preventing airborne infections due to beta-hemoly- 
tic streptococci to any extent. The question of the 
usefulness of these methods in staphylococcic in- 
fections remains open. Further evaluation is re- 
quired. 

Vacuum Cleaners.—The use of a vacuum cleaner 
in hospitals is not recommended. The bag type acts 
to disseminate the organisms it picks up. The same 
is true of a water filter type. There are filters of 
such dimensions which make it possible to remove 
bacteria from air passing through a vacuum cleaner. 
However, these must be maintained in perfect 
operating condition, and a filter so fine would 
probably not permit efficient cleaning. 

Accumulation of Dust and Dirt.—Regular atten- 
tion to removal of dust and dirt from overhead 
beams, suspended lights, and other equipment is a 
feature of good housekeeping. Bacteria-laden dust 
accumulating on these structures could be a hazard 
by increasing the number of airborne bacteria, 
when much of the material falls at once, due to 
vibration or a similar reason. 

Maintenance of Equipment.—Maintenance of 
equipment by frequent inspection, cleansing, and 
repair is as important as obtaining the equipment 
in the first place. This is particularly true of steri- 
lizers and apparatus for proper ventilation. 

Germicides.—The ideal all-purpose germicide has 
yet to be discovered. After study of the compounds 
available, it is obviously impossible to state cate- 
gorically which agent is the best for each purpose 
under all conditions. It is possible to suggest certain 
products considered the best for most uses, and 
thereby to help to reduce the number of germicides 
which are seen in rows of bottles throughout most 
hospitals. 

The phenolic compounds represent effective 
germicides for many purposes.’* These are halo- 
genated phenol derivatives such as “O’Syl” which 
contains o-phenyl phenol. “Amphyl” is a similar 
halogenated phenol derivative. “Staphene” is a re- 
lated germicide containing orthophenylphenol, 2- 
chloro phenylphenol and p-tertiary amyl phenol 
with soap, organic detergents, and sequestering 
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agents. “San Pheno X” is somewhat similar. These 
agents have the advantage of a high phenol coeffi- 
cient of 10 or above for Staph. pyogenes, a residual 
bacteriostatic effect up to 7 to 14 days, relatively 
little inactivation by organic matter, low toxicity, 
and low cost. They have been used as soap for 
scrubbing, and in the treatment of patients. The 
principal use is probably by application to all parts 
of the environment, per se; the walls, floors, beds, 
bassinets, and as the last rinse after laundering of 
linens, blankets, and clothing. The reports of bac- 
teriostatic and cleansing effects are dramatic. The 
frequent and thorough application of the phenolic 
germicides in proper concentration has accom- 
plished more toward eliminating airborne bacteria 
from a_ hospital environment than any _ other 
method.'* The agents can be used for cold steriliza- 
tion, where essential, and are not damaging to 
clothing or rubber goods, such as rubber gloves. 
They are suitable for the kitchen area as well. They 
should not be used on brass or aluminum. The use 
of these phenolic germicides, as directed, is recom- 
mended. 

Hexachlorophene (G-11) and bithional ( Acta- 
mer) are the two bisphenol compounds employed 
for their antibacterial properties on skin in soaps 
and detergents. “Phisohex” and “Septisol” are ex- 
amples of commercial, products. The compounds 
are highly bacteriostatic and fungistatic, but with 
lesser bacteriocidal and fungicidal properties. They 
are only slightly soluble in water, and are some- 
what adversely affected by organic material. How- 
ever, the repeated use of these substances in a 
liquid soap or detergent preparation accomplishes 
a marked reduction in skin bacteria by its residual 
effect. They are recommended for hand scrubs and 
in-between handwashing. As mentioned, recent ex- 
perience suggests advantage to their use for bath- 
ing infants. 

Quaternary ammonium compounds are widely 
used as germicides in hospitals. The benzalkonium 
chloride tincture, 1:1,000 (Zephiran), is an excel- 
lent germicide and detergent agent when the 
alcoholic preparation is used. The tincture is often 
employed as a rinse after thoroughly removing the 
soapsuds from hands and arms. The quaternary 
ammonium compounds have the disadvantage of 
being significantly affected adversely by organic 
matter, especially blood and serum, as well as soap. 
The residual effect of these compounds is not com- 
parable to the phenolic germicides, but is definitely 
a favorable feature for shorter intervals. The use 
of any rinse between isolated patients, without 
washing with a bis-phenol soap or detergent, is not 
recommended. There are too many variables in 
maintenance of the solution of benzalkonium and 
in its use by individuals to justify the hand dip. 
Alcohol has drawbacks of very similar nature. 
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Education in Hospitals.—A recently published 
“Guide for the Prevention and Control of Infections 
in Hospitals” was prepared in collaboration be- 
tween the staff of the New York State Department 
of Public Health and a special committee of the 
American Public Health Association.'” The publica- 
tion is highly recommended. 

For the training and supervision of hospital per- 
sonnel, unremitting attention to the following pro- 
cedures on a continuing basis, by all supervisory 
staff, including physicians, is considered essential to 
adequate fulfillment of the recommendations pre- 
sented here. 

Orientation of New Personnel: Orientation is 
vital for new personnel when entering any hospital, 
particularly when an infectious disease problem is 
present. Orientation must be early but the essentials 
given informally while “in-service.” 

Continuing In-Service Training Program for Per- 
sonnel: A continuing program of in-service training 
is almost essential to effective application of the 
techniques learned earlier during orientation. This 
in-service training, to the greatest extent possible, 
should be carried on in the course of daily work. 
There is no substitute for precept and supervision. 

Standard Nursing Procedures, Each Shift of the 
Day: Evidence provided by many hospitals indi- 
cates that procedures in nursery and maternity 
units do not remain uniform throughout the day, 
which often results in extra personnel contact for 
patients. A serious attempt to standardize the nurs- 
ing procedures for all shifts is desirable. 

The Preeminent Role of the Hospital Physician 
Staff.—The organized physician staff of hospitals is 
responsible, with the administrator, for directing 
the medical technical aspects of patient care. The 
problem of  intrahospital antimicrobial-resistant 
staphylococcic infections, attended by its commu- 
nity-wide implications, is considered second to none 
at this time. It is a conviction that progress toward 
solution of this serious problem is largely depend- 
ent upon the vigor with which the medical staff 
pursue every avenue of approach in the hospital, 
and as individuals. The leadership and active par- 
ticipation of the practicing physician is essential to 
the effectiveness of all measures for control. There 
is justification for intrahospital and perhaps action 
of a county medical society committee to direct 
the use of antimicrobial agents, and implement the 
preventive efforts of the hospital administrator and 
chiefs of professional services. 

While secondary to the practicing physician staft 
of hospitals, departments of public health can offer 
important assistance, through consultation, in the 
effort to control infections due to resistant strains 
of staphylococci. The variety of technical detail 
involved can be supplied by departments of public 
health. 

52 Oak Dr., Orinda, Calif. 
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STAPHYLOCOCCI IN HOSPITAL-ACQUIRED INFECTIONS 


TYPES ENCOUNTERED IN THE UNITED STATES 


John E. Blair, Ph.D. 


Miriam Carr, A.B., New York 


Hospital-acquired infections due to antibiotic-re- 
sistant strains of Staphylococcus aureus present a 
problem that has become increasingly serious in 
recent years. It has been demonstrated by numer- 
ous investigators that antibiotic-resistant staphylo- 
cocci have become well established in the hospital 
community." They are harbored by some of the 
carriers of staphylococci among the professional 
personnel (especially members of the medical and 
nursing staffs); they may colonize some of the pa- 
tients who, in turn, become nasal carriers; and they 
sometimes may be found in the physical environ- 
ment of the ward or nursery, for example in the 
dust or air, or on bedding or furniture. The estab- 
lished “hospital” strains, subject to ready dissemina- 
tion within the confines of the institution, thus rep- 
resent a reservoir which serves as a constant, po- 
tential source of cross infection. Bacteriophage 
typing has shown that in the majority of instances 
the staphylococci that are responsible for cross in- 
fection in any one institution are confined to a rela- 
tively limited number of strains. In the event of an 
extensive outbreak of cross infections, a single strain 
of a specific phage pattern often is found to pre- 
dominate or occasionally to be responsible for es- 
sentially all cases of infection. 

It has been a universal observation that the ma- 
jority of antibiotic-resistant staphylococci belong 
either to the broad phage group III* or to “type 
80/81.” 

Staphylococci that were specifically susceptible to 
phage 80 were described in 1955 by Rountree and 
Freeman,” and strains of “type 81” by Bynoe, Elder, 
and Comtois in 1956.* Phages 80 and 81 appear to 
be closely similar,* and for practical purposes strains 
lysed by either of these phages may be regarded 
as being identical. In the United States, staphylo- 
cocci exhibiting the patterns 52/42B/81 or 
52/42B/80/81 have been encountered with in- 
creasing frequency. Investigations by Blair and By- 
noe ° indicate that the phages 52 and 42B employed 
for typing in the United States have undergone a 
slight variation, to the extent that they are capable 
of lysing strains of “type” 80/81. There appears to 
be little doubt that cultures which give the patterns 
52/42B/81, or 52/42B/80/81, or 80/81 are essen- 
tially identical, and they will be referred to here as 
type “80/81,” the designation given to them by the 
International Typing Reference Center. 


From the Laboratory Division, Hospital for Joint Diseases. 
Read before the Conference on Staphylococcic Infections, sponsored 
by the American Medical Association, Cleveland, Nov. 14, 1957. 


Next in order of frequency of antibiotic-resistant 
staphylococci are those of group I; resistant strains 
of groups II and IV, in that order, are considerably 
less common and account for only a small fraction 
of the antibiotic-resistant staphylococci that are 
now being seen. 


Types Encountered Before 1954 


Published reports of the types of Staph. aureus 
encountered in U. S. hospitals are at present not 
numerous, for staphylococcic phage typing has been 
employed extensively in this country only since 
about 1953. However, the available information is 
significant, particularly because it indicates that the 
strains that have been isolated from hospital-ac- 
quired infections and from carriers during the past 
few years are closely similar to those found in other 
parts of the world. In reports of the study of over 
500 cultures of coagulase-positive Staph. aureus 
each, Knight and Holzer,'* Jackson, Dowling, and 
Lepper,® and Fusillo, Roerig, and Ernst '* found 
that group III strains predominated in the typable 
cultures isolated in three large general hospitals. 
The incidence and phage patterns of the cultures 
are shown in table 1. In frequency of appearance, 
the group III strains were followed by group I and 
group II, in that order. Results comparable to these 
observations were reported in 1953 by Blair and 
Carr.” It is of interest to note that during approxi- 
mately the same period a similar distribution of 
staphylococci among the several phage groups was 
observed in Canada. 

Bynoe, Elder, and Comtois* reported that in a 
hospital in Ottawa between March, 1953, and 
March, 1954, group III staphylococci predominated 
(47.1%) in cultures from infected wounds, and 
in nose and throat cultures of student nurses or of 
nurses on active ward duty. Type 81 predominated 
in such conditions as boils, breast abscesses, and 
carbuncles, being responsible for 50% of the in- 
fections. Other types were less common, group I 
showing an incidence of 2% and group II of 6%. 

Some published reports have also described out- 
breaks of staphylococcic disease in the United 
States in which Staph. aureus of a specific phage 
type was regarded as the primary etiological agent. 
An outbreak of infections in a nursery due to peni- 
cillin-resistant Staph. aureus was reported in 1951 
by Felsen and his associates’; staphylococci iso- 
lated from the lesions were phage-typed in the 
writers’ laboratory. It was found that two-thirds 
of the cultures isolated from lesions were of type 
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52A. With phages supplied by the writers, Dr. 
Weil subsequently found that 50% of the nurses 
who attended the babies harbored the same strain 
in the nasopharynx or on the skin, and that 63% of 
cultures of the furnishings in the nursery also yield- 
ed staphylococci of type 52A. The fact that this 
strain was encountered in only 5% of cultures of 
Staph. aureus recovered from a variety of infec- 
tions in other parts of the hospital suggested that 
type 52A was endemic in the nursery. In a series 
of breast abscesses, Sawyer and Walker * found that 
66% of their cultures of penicillin-resistant Staph. 
aureus were of type 52A. The results of both of 
these studies are closely similar to those reported 
by Barber in England.” 

Sherman, Porter, and Eisenberg '” reported that 
in a series of 13 breast abscesses due to penicillin- 
resistant staphylococci in the Philadelphia General 
Hospital, 9 (69%) were due to staphylococci show- 
ing the pattern 524/79. The four other infections 
were due to strains of group III, three being closely 
related and distinctly different from the fourth. An 
epidemic of staphylococcic infections which oc- 
curred among infants and nursing mothers in the 
University Hospital in Columbus, Ohio, was re- 
ported by Shaffer and his associates.’ All of the 61 
cultures of Staph. aureus isolated from neonatal 
infections and from breast abscesses in nursing 
mothers were found to give an identical phage pat- 
tern, 52/42B/47C/44A. It was found also that an 
appreciable number of the personnel in the nurs- 
ery were carriers of the epidemic strain. 

The problem of staphylococcic cross infection, 
which is particularly serious in some hospitals, sug- 
gests that it would be advantageous to learn some- 
thing about the types of Staph. aureus and the 
distribution of strains that are now being encoun- 
tered in the United States. With this in view, we 
sent letters in October, 1957, to 30 laboratories in 
the United States where a phage typing service 
had been established, requesting information about 
the phage types and antibiotic sensitivities of the 
staphylococci that were encountered during the 
past year. In eight laboratories insufficient work 
had been done to supply significant data. Informa- 
tion was obtained from 18 laboratories, represent- 
ing about 34 hospitals. A number of reports were 
based upon the study of several hundred cultures 
each, and some included significant surveys of hos- 
pital personnel as well as cultures from lesions. Ad- 
ditional information was derived from the exam- 
ination of sets of from 6 to well over 100 cultures 
that had been submitted to this laboratory for typ- 
ing from about 20 institutions. It is believed that 
data from a fairly good cross section of the country 
are provided by the information from these several 
sources, which represent various geographical areas 
and which consisted of a number of general hos- 
pitals, two Veterans Administration hospitals, and 
city, state, or federal public health laboratories to 
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which cultures isolated during outbreaks of staph- 
ylococcic infection in hospitals had been submitted 
for phage typing. 

From this survey it would seem that the follow- 
ing conclusions are warranted concerning the oc- 
currence of phage types of Staph. aureus in hos- 
pitals in the United States at the present time. In 
the majority of hospitals a_ relatively limited 
number of strains, many of them antibiotic-resist- 
ant, appear to account for most of the cross infec- 
tions. Frequently two or three of these strains pre- 
dominate among the cultures isolated from lesions, 
that is, they are encountered more often than strains 
of any other phage pattern; such strains may repre- 
sent from about 35 to 60% or more of all cultures 
of coagulase-positive staphylococci that are isolated. 

The predominating strains would seem to be re- 
sponsible for most of the “endemic” infections, 
which occur more or less constantly but do not 
ordinarily assume the proportions of an outbreak. 
Much less frequently, strains of varied types are 
encountered and no one strain predominates. In the 
presence of an outbreak of staphylococcic infec- 
tions, a strain of one phage type usually is found to 


TABLE 1.—Phage Patterns in Group III Encountered 
in Hospitals Prior to 1954 


Incidence of Phage Patterns 
Group III 
Stra 


Authors City 
Knight and New York 47 VA4: 47; 6/47; 6/VA4: 
Holzer'4 47/47C / VA4; 7; 
47/3C: 42B/47C; 
#2B 47C 42D/42E* 
Jackson, Chicago 47.9 7/53: 58: 47/58: 54t 
Dowling, and 
Lepper® 
Washington 67.9 7; VA4; 47/73/75; 
$7/58/54/75: 47/58/73: 58% 
* Listed in descending order of frequency 
+ The “predomit.ant™ patterns 
The t frequent’ patterns 


be responsible for all or nearly all cases that occur 
within a given period of time. An outbreak may 
be superimposed upon the usual endemic infections 
that are due to staphylococci of varied types. Not 
all of the information that was received in reply to 
our inquiry was amenable to reproduction in statis- 
tical form. However, from these reports some repre- 
sentative data have been selected to illustrate the 
phage types and antibiotic sensitivity of strains that 
are currently being encountered (table 2). 
Staphylococci belonging to the broad phage 
group III continue to account for an appreciable 
proportion of “hospital” strains, and to comprise a 
significant number of the antibiotic-resistant staph- 
ylococci. In most hospitals they serve as the con- 
stant source of endemic infections, and in some 
they continue to be responsible for the greater part 
of the cross infections. In one hospital, for example, 
staphylococci showing the pattern 53/VA4 were a 
primary cause of cross infection in the surgical 
wards, and were harbored in the nose by members 
of the professional personnel. In two other hospi- 
tals, strains of type 7 or 7/77 were responsible for 
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an outbreak of skin infections in the nursery and 
were found to be carried by the nurses. In the 
Hospital for Joint Diseases, where cross infections 
have been no more than endemic in nature, group 
III antibiotic-resistant strains have predominated 
in cultures from staphylococcic lesions for the past 
several years; a characteristic pattern, 53/77/VA4, 
has recurred constantly in these cultures. 


Present Survey, 1954-1957 


A striking feature of the survey is the prevalence 
of Staph. aureus of type 80/81 as a cause of infec- 
tion in nearly all parts of the country. It has been 


TABLE 2.—Representative Phage Patterns and Antibiotic 
Resistance of Staphylococci Encountered in Hospitals 


Hospital Phage Patterns % Resistant to 
1 Predominant 53/VA4 
444 
Less common (in 7 


descending order) 


T-50; S-37.5; 
Ch-12.5 


47/53/54/77/VA4 


P-25; 8-25 


3¢ sensitive 
80/81 P-33; T-66: S-33 
2 Predominant 80/81 P-24.6; E-0.9; N-42: 
“other” - 68 
Less common (in 53/77/VA/4; 7: P-10.7; E-12.8; 
descending order) 77; 58; 58/77/VA4 “other” - 42.6 
52/80/44A; 52A; P-23.2; “other” - 32.6 
79; 29/52/80/44A 
3A; 523 P-3.5; “other” - 10.5 
3 Predominant 80/81 “Resistant to penicillin, 


tetracyclines and strep- 
tomycin” 

“Most often associated 
with resistance” 

Group I strains) {‘*Most strains sensi- 
Group II strains} Jtive.” When resistance 
Group IV strains} joecurred, it tended to 

{be to penicillin 


Less common Group III strains 


4 Predominant 80/81 
Less common 53/77/VA4 
5 Predominant 80/81 
E-3; Ch-3 
Less common 47/53/54/77/VA4 P-88; T’-88; S-88; 
E-57; Ch-13 


6 (Hospital for Joint Diseases) 


Predominant 53/77/VA4 P-90; T-80; E-45; 
Ca-20 
Less common 80/81 P-98; T-89; E-44 


47/53/54/75/VA4 P-98; T-82.3; E-24 
524/79 P-60; T-15 


* P-penicillin; T-tetracyclines; S-streptomycin; E-erythromycin; Ca- 
carbomycin; Ch-chloramphenicol; N-novobiocin. 


variously reported as the “predominant strain” or as 
being responsible for “practically all” of the hospi- 
tal-acquired infections in many institutions during 
the past year or two. Type 80/81 is an important 
cause of serious outbreaks of staphylococcic disease 
in the newborn and of breast abscesses in nursing 
mothers. In some instances the outbreaks have ne- 
cessitated the closing of a nursery, and in all they 
have required the energetic application of strict 
aseptic techniques for their control. While consid- 
erable attention has focused upon type-80/81 as an 
etiological agent in neonatal and related infections, 
it should be emphasized that it is not the sole cause 
of these infections and that staphylococci of this 
type have also been reported to be responsible for 
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furuncles, carbuncles, postoperative infections, 
pneumonia, and various other conditions. For ex- 
ample, Bynoe, Elder, and Comtois found in Canada 
that staphylococci of type 81 were responsible for 
50% of cases of boils, carbuncles, and abscesses.* 
Rountree and Freeman reported that type 80 was 
the only etiological agent in staphylococcic pneu- 
monia complicating influenza in Australia; strains 
of the same type also were incriminated in an out- 
break of furunculosis in hospital personnel and 
caused varied other infections.* 

Comments in many of the reports received by us, 
as well as the results of phage typing of cultures 
submitted to this laboratory, fully confirm the abil- 
ity of staphylococci of type 80/81 to produce var- 
ied clinical forms of staphylococcic disease. While 
type 80/81 at present is primarily responsible for 
hospital-acquired infections, the reports indicate 
that it has been implicated in some primary in- 
fections that were acquired outside the hospital 
and that it may be transferred to family contacts by 
a patient after discharge from the hospital. As has 
been pointed out by Ravenholt and LaVeck,'* 
staphylococcic disease has now become a commu- 
nity problem in which the hospital plays a signifi- 
cant role. 

It would appear that Staph. aureus of phage type 
80/81 is highly infective and possessed of more 
than ordinary virulence. Reference was made by 
Rountree and Freeman of the unusual clinical se- 
verity of furuncles or of infections of minor lacera- 
tions, and of the marked persistence of carriage 
of this type by some individuals. Although most 
forms of staphylococcic infection have not ordinar- 
ily been regarded in the past as occurring in epi- 
demics, in the usual sense of this term, this appar- 
ently new strain must be considered as truly an 
“epidemic” variety, both because of its ease of 
dissemination and because of its responsibility for 
the sudden, almost explosive, appearance of infec- 
tions in an institution. Strains of this type present 
a challenge and an opportunity to the bacteriologist 
for fundamental investigation on the nature and 
mechanisms of pathogenicity of the staphylococci. 

The dissemination of type 80/81 in the United 
States since 1954 appears to have been wide and 
rapid, for it is now reported, and has been en- 
countered by us in cultures from, essentially all 
parts of the country. In 1955 an outbreak of breast 
abscesses in a large general hospital in the east was 
due predominantly to staphylococci of type 52A/79; 
in over 100 cultures from patients and personnel 
submitted to us for typing no strains of type 80/81 
were encountered. In the same hospital in 1957, 
18.4% of cross infections occurring in the surgical 
wards were found to be type 80/81. The first strain 
of type 80/81 from an infection (a soft tissue 
abscess ) in the Hospital for Joint Diseases was iso- 
lated by us in late 1955. Subsequently the incidence 
of this type among coagulase-positive staphylococci 
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isolated in the hospital rose in 1956 to 5.3% and in 
1957 to 26%. The rapid establishment of type 80/81 
as one of the predominant strains in this hospital 
is the more significant when it is realized that its 
incidence among the typable strains was 13.7% 
during the first six months of 1957, and 38.5% dur- 
ing the last half of the year. Since 1955, the inci- 
dence of group III strains in this hospital has 
dropped from 35% to about 26%. 


Carriers Among Hospital Personnel 


The incidence and types of staphylococci en- 
countered among hospital personnel are of signifi- 
cance in relation to the probable contribution that 
these individuals may make to the reservoir of hos- 
pital strains. In general, carriers of staphylococci 
among the personnel harbor a greater variety of 
strains, as shown by the phage patterns, than are 
found to be responsible for cross infections. This 
could be expected when one considers all categories 
of hospital employees as a group, for many of these 
individuals have little or no contact with the pa- 
tients in their daily work, and they can be regarded 
as generally representative of the population at 
large. 

Carriers of the predominating strains, however, 
are more numerous among the members of the pro- 
fessional personnel whose work requires repeated di- 
rect contact with the patients, i. e., the medical and 
nursing staffs. The majority of the current reports 
have stated that the strain or strains of staphylococci 
found to predominate in cross infections were also 
found to be carried by the professional personnel. 
The correlation is especially close when applied to 
persons who work in a department (such as the 
nursery or in surgery) where an outbreak is actu- 
ally in progress. Exact figures of the incidence of 
carriage of an epidemic strain by the professional 
personnel were usually not given. However, in one 
hospital 6.7% of the typable strains isolated from 
carriers among the personne] of all categories were 
of the same phage type as that which caused the 
great majority of cross infections. 

Sherman, Porter, and Eisenberg '’ reported that 
12% of the personnel working in a maternity de- 
partment where a series of breast abscesses had oc- 
curred harbored a strain of Staphylococcus which 
had been incriminated as a cause of the infections. 
Shaffer and his associates '' found that at the time 
of an epidemic 11 (17.7%) of 62 carriers of coagu- 
lase-positive staphylococci in the personnel har- 
bored staphylococci of the same phage pattern as 
the epidemic strain. Seven of these, or 11.3% of the 
carriers of staphylococci, also exhibited the typical 
antibiotic pattern of the epidemic strain; these 
seven presumably were carriers of the strain re- 
sponsible for the epidemic. It may be suggested 
here that the degree of direct contact of the carrier 
with the patient, and the infectivity of the strain 
which he harbors is more important than the actual 
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number of individuals who harbor the epidemic 
strain. Barber and Burston ** described the onset of 
severe infections in a nursery a few days after a 
nurse came on duty who had a boil due to type 
52A; prior to her duty, staphylococcic infections had 
been rare and minor, although 45% of the babies 
and 26% of the nurses had been shown to harbor 
a strain of type 52A. 


Resistance to Antibiotics 


The general relationship between phage group- 
ing and resistance to the antibiotics observed in 
other parts of the world is confirmed by the re- 
ports published in the United States.'* The broad 
phage group III comprises the majority of strains, 
often 80% or more, that are resistant to one or more 
antibiotics; in descending order of frequency, lesser 
proportions of resistant strains are found in groups 
I. Il, and IV. The responsibility of resistant staph- 
vlococci for serious outbreaks of infection was 
demonstrated in the reports of Felsen and asso- 
ciates,’ Sawyer and Walker,” Sherman, Porter, and 
Eisenberg,’® and Shaffer, Baldwin, Rheins, and 
vester.’' 

The present survey indicates that the majority 
of strains that are now encountered in hospital cross 
infections in the United States usually are resistant 
to penicillin, streptomycin, and the tetracyclines. 
The incidence of group III strains resistant to these 
antibiotics is variously reported as from about 60% 
to 88%. From about 70% to 98% of type 80/81 
strains similarly are resistant to these antibiotics. 
Occasional strains of group III or of type 80/81 
were reported to be resistant to penicillin and strep- 
tomycin but sensitive to the tetracyclines or, less 
frequently, resistant to the tetracyclines and sensi- 
tive to penicillin; rare strains exhibiting these anti- 
biotic patterns also have been isolated by us in 
this hospital. The penicillin-streptomycin-tetracy- 
cline-resistant strains sometimes also show resist- 
ance to erythromycin; the incidence of erythro- 
mycin-resistant strains varies considerably from one 
institution to another and would appear to be re- 
iated to the extent to which the antibiotic is used 
therapeutically. The incidence of strains of all phage 
groups that are resistant to chloramphenicol usu- 
ally was reported to be less than 10%, but was as 
high as 25% in one hospital. Nearly all strains of 
all groups were reported to be sensitive to bacitra- 
cin, carbomycin, neomycin, and novobiocin. When 
polymyxin B was used for sensitivity tests, all strains 
tested were resistant to this antibiotic. 

The incidence of group I strains resistant to peni- 
cillin and the tetracyclines was reported to be from 
about 16% to 33%; occasional strains were resistant 
to streptomycin or chloramphenicol, and essentially 
all were sensitive to the other antibiotics in com- 
mon use. Less than 10% of group II strains were 
resistant to penicillin, streptomycin, the tetracy- 
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clines or chloramphenicol, and were sensitive to 
other antibiotics. Group IV strains were rare and 
none was found to be resistant to antibiotics. 


Summary 


From information supplied by a number of labo- 
ratories in the United States, and as a result of phage 
typing of several hundred cultures submitted to this 
laboratory, it would appear that at the present time 
strains of Staphylococcus aureus that the respon- 
sible for hospital-acquired infections in this country 
are predominantly members of the broad phage 
group III or of type 80/81. 

A large proportion of group III strains and nearly 
all strains of type 80/81 are resistant to penicillin, 
the tetracyclines, and streptomycin. Resistance to 
erythromycin may also be encountered, but varies 
considerably from one institution to another, while 
resistance to chloramphenicol is reported in most 
hospitals as generally less than 10%. The majority of 
strains of the above types have been reported to be 
sensitive to bacitracin, carbomycin, neomycin, and 
novobiocin. 

Staph. aureus of type 80/81 has become widely 
disseminated in this country during the past three 
or four years, and is at present responsible for many 
serious outbreaks of hospital-acquired infection. 
While its etiological relation to neonatal infections 
and breast abscesses has received particular em- 
phasis, this strain also is the cause of a variety of 
clinical forms of staphylococcic disease, notably 
furuncles, carbuncles, pneumonia, and infections of 
surgical wounds. 

The results reported in this article from our laboratory 
were obtained in the course of an investigation which was 
supported by a research grant from the National Institute 
of Allergy and Infectious Diseases, Public Health Service. 
The following persons provided information concerning 
the phage types of staphylococci encountered in their lab- 
oratories: E. K. Borman, Connecticut State Department of 
Health; A. S. Browne, California State Department of 
Health; H. S. Collins, Memorial Hospital, New York City; 
J. W. Dedrick, Los Angeles County General Hospital; F. R. 
Fekety, Johns Hopkins Hospital; H. J. Gilmore, Pennsyl- 
vania Department of Health; S. Goldberg, New York City 
Department of Health; L. J. Griffith, Veterans Administra- 
tion Hospital, Batavia, N. Y.; A. H. Harris, New York State 
Department of Health; M. L. Koch, Veterans Administra- 
tion Center, Wood, Wis.; C. A. Perry, Maryland State 
Department of Health; D. Pomar, Vermont State Depart- 
ment of Health; E. D. Rosenblum, Southwestern Medical 
School, University of Texas; K. M. Schreck, Temple Uni- 
versity School of Medicine; W. R. Stinebring, Rutgers Uni- 
versity; E. L. Updike, Communicable Disease Center, U. S. 
Public Health Service; B. Wentworth, Ohio State Depart- 
ment of Health; R. I. Wise, Jefferson Medical College. 
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STAPHYLOCOCCIC SEPSIS 


Mary E. Godfrey, M.D. 


and 


Ian Maclean Smith, M.D., Iowa City 


The medical profession is dedicated to saving 
life, which is both dramatic and satisfying. Some- 
how preventing death is less dramatic and ap- 
parently much less rewarding. Nonetheless, the 
report of Finland and Jones ' from the Boston City 
Hospital indicated that many lives may be saved 
in hospitals by controlling staphylococcic infection. 
They claim not only that major and minor staphylo- 
coccic infections are endemic in large hospitals but 
also that the Staphylococcus is a leading cause of 
death. We decided to investigate this problem in 
our hospital. We asked ourselves whether thei 
“ward-round survey” was reliable and what area 
of the hospital had the most patients affected by 
sepsis. 

First Clinical Survey 

We made a pilot study such as can be done easily 
in anv hospital. During a period of 36 hours we 
made ward rounds on all the hospital wards. As 
this was done just before Christmas, 1956, the total 
number of patients was low (634) due to an 
annual holiday slump, compared’ to the normal 
average (756). The charts on the ward were re- 
viewed with the resident, and the patients were 
visited with the resident or the nurse. Pus-forming 
lesions the size of a boil or larger were noted. 
These lesions were counted as being caused by 
staphylococci if these organisms had been isolated 
within the period from 30 days before the survey 
until 30 days afterward. In addition, lesions were 
included only if they maintained continuity be- 
tween the time of culture and the time of the 
survey. 

Results.—Sixty-four patients had staphylococci in 
their lesions before or after the survey. Six other 
patients had apparent staphylococcic infection but 
no culture. They suffered from osteomyelitis (two 
patients ), mastoiditis after previous staphylococcic 
otitis media, breast abscess, generalized furunculosis, 
and pustular infantile eczema. This makes a total 
of 70, or 11.1%, of the 634 patients who had pus- 
forming staphylococcic infections. The sites of these 
cultures or lesions are shown in table 1. It may be 
argued that the vast majority of these lesions might 
be benign; however three weeks after the survey 
it was found that 6 of the 64 patients had died. 


From the Infectious Disease Division, Department of Internal Medi- 
cine, College of Medicine, State University of lowa and the University 
Hospitals, Dr. Godfrey is an lowa Tuberculosis and Health Association 
Fellow in Infectious Diseases. 

Read before the Conference on Staphylococcic Infections, sponsored 
by the American Medical Association, Cleveland, Nov. 14, 1957. 


Reference to the autopsy records showed that 
staphylococci were at least a contributory cause of 
death in four. 

Thirty-four of our 70 acquired their staphylo- 
coccic disease after admission, as judged by a care- 
ful study of the history of the onset of the infection. 
As histories were often inadequate regarding this, 
34 must be regarded as a minimal estimate. 

We believed that steroid therapy might be a 
precipitating factor in many of these infections, but 
only 2% of all patients on the first survey were 
receiving such drugs. None of the patients with 
staphylococcic infections in this study had had 
steroids recently. Six patients in the second survey, 
however, were on steroid therapy and three had 
staphylococcic infection, one a septicemia. 

Although a primary diagnosis of infectious dis- 
ease had been made by the attending physician in 
18% of the patients, a total of 35% of the patients 


TaBLe |1.—Type of Staphylococcic Disease Found in Clinical 


and Autopsy Surveys® 
Autopsy Survey 
(predominant 
Site of ¢ eor Le Sur ] Survey lesion 
Skin and burms ........ 19 15 
Wound iniection .... 10 
Lung 9 3 
Genitourinary tract ........ 
Endocarditis 
Miscellaneous ) 3 5 
634 patients in Ist clinieal survey; 206 in 2nd clinical survey; 534 
topsies In autopsy survey 


were receiving chemotherapy (sulfonamides, nitro- 
furantoin [Furadantin], or antibiotics ). It appeared 
that most antibiotics were being used in the hope 
of buying safety. That this hope was false is sug- 
gested since many patients developed staphylo- 
coccic infections while taking antibiotics. 

Staphylococcic sepsis is not confined to any one 
area of the hospital, as is shown by the distribution 
of the infections throughout the services (table 2). 
Also shown in table 2 are the percentages of the 
patients receiving chemotherapy on the day of the 
survey. 

We were encouraged by the results of this survey 
to make a more detailed inquiry to try to extend 
these findings. 


Second Clinical Study with Bacteriological Studies 


Methods.—A study was done in June, 1957. The 
surgical and medical wards (206 patients) were 
chosen as wards with a high endemic staphylo- 
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coccic infection rate on the basis of the first survey. 
The Psychopathic Hospital (42 patients) and the 
Hospital School for Severely Handicapped Chil- 
dren (95 patients) were chosen as representative 
of places likely to have low rates, as infectious 
cases are excluded. During this study swabs were 
taken on all wounds and lesions discharging visible 
pus. Nasal swabs were taken. Certain lesions al- 
ready cultured that week were also accepted. On 
this survey 209 members of the staff (physicians, 
nurses, and attendants) were questioned regarding 
possible staphylococcic illness, and their noses were 
cultured. Staphylococci were identified by the ap- 
pearance and color of the colonies and by coagulase 
production. Antibiotic sensitivities were done by 
the disk method. 

Results.—Seventeen per cent of staphylococcic in- 
fections were found among the patients in the 
surgical wards and 12% in the medical wards 
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Only one of the staff stated that he had an active 
staphylococcic infection. The nasal carrier rates 
among the staff showed an interesting variation 
(table 4). The rate was highest in the staff of the 
General Hospital and lowest in those in the Psycho- 
pathic Hospital. That the strains in the nose of the 
General Hospital staff were probably acquired in 
the hospital is suggested by the high degree of 
resistance to the commonly used antibiotics 
(table 5). It is possible that the staphylococci found 
in the noses of the psychopathic patients represent 
the strains found in the general community, but we 
have not yet had an opportunity to test this hy- 
pothesis. Further analysis of these data depend on 
phage typing, which has not yet been completed. 

In the first survey, 5.1% of the 16.5% patients 
with staphylococcic infection were considered to 
be seriously ill. In the second survey 4.6% of the 
14.7% of the cases were thought to be severe. 


TABLE 2.—Distribution of Staphylococcic Disease and the Use of Chemotherapy on the Different Services of the Hospital 


Patients with Known 
Staphylocoecie Sepsis, % 


Survey 1 Survey 2 


Service 

(iynecology and obstetries ............ 27 
l4 12 30 
Neurology ........ 0 “4 
Ophthalmology 5 rae 3 
Poliomyelitis and rehabilitation ..... 15 as a 

Stillbirths and outside autopsies ... 0 


Survey 1 


Autopsy Survey 


Patients Receiving 
Chemotherapy, % 


No. with Hemolytic Staph. Aureus as 


~ No. of Staph. Aureus as Prime or Secondary 
Survey 2 Autopsies Prime Cause of Death Cause of Death, ‘ 
4 100 
0 17 
23 157 6 18 
3 21 
None 0 0 
4 6 21 
11 1 18 
2 14 
. 
0 None 0 0 
43 167 2 16 
38 4 32 
19 0 5 


37 


* Cultures taken relatively infrequently on these services 


(table 2). However, 7.3% of the medical patients 
had severe staphylococcic infections in contrast to 
2.6% of the surgical patients. The bacteria were 
obtained from skin lesions (20 cases), the sputum 
or bronchial washings (4 cases), joint cavities 
(2 cases), the ear, the gut, the peritoneum at 
operation, the cerebrospinal fluid, and the blood 
(1 case each). In patients with staphylococcic in- 
fection, 59% were also nasal carriers of coagulase- 
positive aureus strains at the time of the survey. 
This history of onset of these infections suggested 
that a minimum of 38% of them were acquired in 
hospital. With the exception of the third decade 
all decades were represented, with most patients 
being in their sixth decade (table 3). Within a 
period of three months 10 of the 29 patients died. It 
is probable that at least three deaths were due to 
the Staphylococcus. 

Various types of antibiotics were in use, but the 
most frequently used was a proprietary mixture of 
penicillin and streptomycin. Two per cent of medi- 
cal patients and 22% of the surgical patients were 
receiving it. 


+ Not separately listed in autopsy reeords 


Pathological Study 


The next step obviously was to turn to the 
autopsy room and see if the Staphylococcus was 
related to death. To this end the protocols of the 
534 autopsies done between Jan. 1, 1956, and Dec. 
31, 1956, were examined. Fortunately, it is the 
custom to culture the heart blood at all autopsies 
except those in macerated fetuses, stillborn chil- 
dren, and autopsies sent in from elsewhere. When 
infection is evident at autopsy additional cultures 
are taken. In those cases where hemolytic Staphylo- 
coccus grown on any culture the 
anatomic findings were listed and the cause of 
death was noted in the pathologist’s own words. 
We are biased in regard to staphylococci, and al- 
though we were tempted to include more cases as 
being deaths due to this organism we did not. 
Other cases where death was designated by the 
pathologist as being contributed to by staphylo- 
cocci or not related to this bacterium were sepa- 
rately listed. 
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Results.—In the 534 autopsies for 1956, 20 pa- 
tients were diagnosed by the pathologists as having 
died from staphylococci disease. In a further 69 
cases there had been severe staphylococcic disease, 
which the pathologists considered had contributed 


TaBLE 3.—Age Grouping of Surveyed Populations from 
Second Clinical Survey 


\utopsy 
Survey, 
Staphylo 
cocci Con- 
Patients Uninfected sidered to 


with Patients, Be Primary 
Staphylo Survey or Secondary 
cocecice for Nasal Cause of 
Age, Yr. Sepsis Carriers Death 
1 8 3 
. 0 4 2 
2 14 2 
2 21 
DODD, 1] 41 li 
1 33 18 
2 14 17 
Over 100 0 0 1 


* Low due to plan of survey 


to death. In an additional 70 autopsies staphylo- 
cocci had been cultured from various areas but, 
in the pathologists’ opinion, they did not appear to 
be related to death. The sites from which hemolytic 
Staphylococcus aureus was isolated are shown in 
table 6. Again the sepsis is spread out among the 
various services of the hospital (table 2), and is 
found in the different systems, as shown in table 1. 

We believe that this survey and the preceding 
clinical ones substantiate the findings of Finland 
and Jones. 


TABLE 4,—Carrier Rate of Coagulase-Positive Staphylococci 


c 
No Nasal 
Examined Carriers 

Psychopathie Hospital 


46 

Hospital School 

3 7 


510 


Report of a Case 


The tragedy of hospital-acquired staphylococcic 
infection is best demonstrated by the following 
case report. 


A 46-year-old female was admitted to the State Tuber- 
culosis Sanatorium in June, 1956. At age 24 she had had 
an attack of pleurisy, and in March, 1956, a diagnosis of 
active pulmonary tuberculosis with cavitation and fibrosis 
of the right lung was made. The sputum was positive for 
tubercle bacilli on direct smear. Treatment with isoniazid 
and para-aminosalicylic acid was started in March and 
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streptomycin was added in June. She did well and her 
sputum converted. Severe bronchiectasis of the right lung 
and mild bronchiectasis of the left lung were present, how- 
ever. A right pneumonectomy was recommended and car- 
ried out in December, 1956. Postoperatively for four days 
she was well, then 300 cc. of bloody fluid was aspirated 


TABLE 5.—Percentage Resistance of Isolated Staphylococci 
to Common Antibiotics 
Antibioties, 

No. of Strep Ery- Chilo 
People Peni to Tetra- thro- romy 
Studied cillin) mycin eyeline mycin cetin 

Infections 

General Hospital 


28 61 39 25 4 
Carriers 

General Hospital 

patients 4 5g 31 0 
General Hospital staff ; 67 31 24 4 7 
Hospital School 

patients eens ae 33 3 0 0 0 
Hospital Schoo! staff . 27 33 4) 4 15 7 
Psychopathic Hospital 

patients ..... 1 0 0 0 
Psychopathic Hospital 

staff npebaidtetert 15 i 7 7 7 0 
Total 214 


from the right pleural cavity. On the sixth and seventh post- 
operative days she appeared to be in shock and developed 
auricular fibrillation. She became apprehensive and dyspneic. 
Due to respiratory acidosis she was treated in a respirator 
and a tracheotomy was done. On the 13th postoperative day 
the anterior portion of the thoracotomy wound broke down 
An empyema was drained and the culture of the purulent 
material grew hemolytic Staphlyococcus aureus. She was 
treated with oxytetracycline (Terramycin), with some bene- 
fit. On the 23rd postoperative day she developed cardiac 
failure. A pericarditis was suspected, but a pericardial tap 


TABLE 6.—Sites from Which Hemolytic Staphylococcus 
Aureus Was Isolated at Autopsy 


Primary Contributory Probably 
Cause Cause Not Related 
of Death of Death to Death 
% of % of % of 
No Cases No Cases No (Cases 
: 100 69 100 70 100 
13 38 35 
5) 14" 70 12>47 68.1 71 
2 7] 4} 
2) 1 
4| »| 
0} j 
12* 60 4 1s 7 
1} 
1| 1| 
1} oe cool 
Myocardium ............ 1 1} 
l 
son 2 | 
1 
1 


~* Excluding duplicates 


was negative. The usual treatment for cardiac failure was 
not effective. She had a fever of 100 to 101 F (37.8 to 38.3 
C) and a white blood cell count of 14,700 per cubic milli- 
meter. She died on the 38th postoperative day after a rap- 
idly deteriorating course. At autopsy the cause of death was 
believed to be severe fibrinopurulent pericarditis and septi- 
cemia. A small bronchopleural fistula, pneumothorax and 
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collapse of the left lung with secondary severe respiratory 
acidosis were also contributory causes of death. Hemolytic 
Staphylococcus aureus was cultured from the pericardium 
and heart blood at autopsy. 


Comment 


Here indeed we have an alarming situation. We 
need to consider our practices and our safeguards 
to see what we can do. We are not alone in our 
troubles, as reports have appeared from all over the 
world documenting situations very similar to this.” 
Staphylococcic problems are present in any hospital 
where people take the trouble to identify them. 
What is more they are spread throughout all serv- 
ices in general hospitals. If you admit patients with 
septic disease you run the risk of having it spread. 
This problem of cross infection has been well recog- 
nized in children’s hospitals for many years, but it 
has not been so well appreciated in our growing 
geriatric group of patients. Nor is this problem 
confined directly to staphylococci. If we eradicate 
them what will follow? Will it be Pseudomonas or 
drug-resistant coliforms? The rules of prevention 
have been known for a long time, but they are 
obviously not being followed.* 

The answer of the last 10 years has been anti- 
biotics and more antibiotics. Obviously this has not 
been successful. Add to this the widespread use of 
steroids, and we are in real difficulty. Highly 
trained specialists are having problems with anti- 
biotics and steroids. 

If you do not admit infected cases you do not 
have serious trouble, as is shown by our study in 
the Psychopathic Hospital; so it appears that the 
isolation of those excreting pus is indicated. This 
includes obvious sores and carbuncles but also the 
asthmatic with purulent sputum and postoperative 
wound infections. Occasionally children with in- 
fection of the ear, nose, or throat are mixed with 
children needing plastic surgery. This illustrates 
the current false trust put in antibiotics and also 
problems of hospital planning. 

Staphylococci in pus and blood are very per- 
sistent, lasting for periods of years outside of the 
body; therefore the avoidance of contamination of 
the patient’s environment is of prime importance. 

Detection.—Our two surveys correspond reason- 
ably well, and therefore we suggest that a “ward- 
round” survey, which is possible in any type of 
hospital, is accurate enough for general use. The 
detection of carriers is difficult and expensive. 
When they are found we are not certain of their 
meaning. Are they merely walking air samplers 
and do they merely indicate contaminated areas, or 
are they the source of the prevalent infections? 
Recently it has been demonstrated that an epidemic 
of staphylococcic infections can be terminated with- 
out removal of the carriers.‘ In the presence of a 
severe outbreak, however, the expensive study with 
phages is useful. 
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Although admittedly woefully inadequate, our 
analysis of carriers suggests that those with the 
poorest education in hygiene are the most con- 
taminated. It is also possible that these carriers 
handle more contaminated dressings than do the 
rest of the personnel. 

Antibiotics.—Antibiotics are too valuable to have 
them wasted by abuse. A potent mixture of peni- 
cillin and streptomycin is being used frequently, 
perhaps even routinely, to avoid infection. It is 
doubtful if it contributes anything in this field, 
because of the large number of staphylococcic 
strains in hospital which are resistant to these 
drugs. It may be beneficial to discontinue this 
practice, but to permit the combination to be used in 
separate injections for those who need it. Antibiotics 
are not given with skill and forethought, as fre- 
quently the diagnosis of the presence of a bacteri- 
ological infection is omitted. 

The banning of one antibiotic has been sug- 
gested. The difficulties of such a system might be 
overcome by banning a single drug in rotation for 
six-month intervals, taking precautions to avoid 
hoarding. It has not yet been proved, however, that 
such a system is effective. 

Local Applications.—Local pus at present brings 
the reflex administration of antibiotics parenterally. 
It is possible that chlorine washes or acriflavine or 
some other antiseptic solution might be a better 
answer, when there is no generalized body reac- 
tion. Well-planned surgery is frequently needed, as 
in most cases antibiotics will not cure loculated pus. 

Prevention.—The rules for avoiding infection have 
been known since the beginning of the century or 
even before that. They begin with the first com- 
mandment—Asepsis Please! A general breakdown 
has occurred in our “aseptic conscience,” especially 
by the insidious development of short cuts, halfway 
measures, and disregarded violations that physi- 
cians and nurses alike have accepted today, which 
they would not have accepted 20 years ago. The 
problem can be best appreciated by the local 
notification within the hospital of all staphylococcic 
disease. Education is necessary, and if started at the 
top with the physicians it should permeate the 
whole hospital staff. Ancillary personnel, however, 
may need special instruction in hygiene as applied 
to hospital cross infections. Obviously infectious 
staphylococcic cases need isolation. Perhaps occlu- 
sive dressings of wounds, the wearing of masks, 
and most important of all the washing of hands 
would be adequate. Hexachlorophene soap should 
be handy in all nursing areas. In too many instances 
our hospitals have inadequate plumbing facilities, 
and the simple routine of hand washing may be 
very difficult. 

Clean wounds are probably best left open and 
undressed * to avoid the dangers of the infected 
dressing cart. Another approach is to leave the 
initial dressing in place for up to 10 days. All 
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dirty wounds must be dressed from a special cart. 
Clean dressing rooms should be strictly isolated 
and used only for their designated purpose. The 
use of rubber gloves and masks by all personnel 
handling clean or dirty wounds is recommended. 

The method of decontaminating isolation rooms 
and particularly blankets and other bedding re- 
quires more research. The part played by dust in 
dissemination needs reinvestigation. 

The above regimen may be coordinated by an 
infectious disease committee in each hospital. In 
some instances, however, an individual such as an 
infectious disease physician could coordinate these 
activities more swiftly than a committee. 

Summary 

The incidence of staphylococcic sepsis in a large 
general hospital has been assessed by ward round 
survey, by bacteriological survey, and by an analy- 
sis of autopsies. The ward round method was 
found to give a reliable estimate of the amount of 
sepsis present. Pus-forming lesions were present in 
11.1% of the 634 patients examined, varying in 
amount from 13 to 17% of the patients on the major 
services, excepting psychiatry. A second, more de- 
tailed survey confirmed these findings and also 
showed that nasal carriers of coagulase-positive 
staphylococci were found more frequently among 
the staff of these services than among the staff in 
psychiatry. Aides and practical nurses had a high 
carriage rate. On all the major services of the hos- 
pital antibiotics were used in many more patients 
than those with known infections. Many infections 
were acquired in hospital, as shown by the circum- 
stances of onset and by the high resistance of these 
strains to commonly used antibiotics. At autopsy 
staphylococci were most often cultured from the 
lungs. The pathologists considered that 4% of 
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ECKEL’S DIVERTICULUM.-—Sixty per cent of the diverticula that have 
been brought to our attention have given rise to pathologic conditions; of 
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autopsied deaths were directly due to Staphylococ- 
cus aureus and that a further 14% of deaths were 
hastened by this organism. Taking into considera- 
tion the autopsy rate at our hospital, this means 
that, in the year 1956, 129 people died primarily or 
secondarily of staphylococcic infections. 


This study was supported by an Iowa Tuberculosis and 
Health Association grant and by a U. S. Public Health 
Service grant. 

Dr. J. Roger Porter, head of the department of bacteriol- 
ogy, and his staff provided their records and other valuable 
assistance. Dr. Emory D. Warner, head of the department 
of pathology, and his staff gave permission to examine their 
records. > 
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4. Cross Infection in Hospitals Committee of the Medi- 
cal Research Council: Control of Cross Infection in Hos- 
pitals, Medical Research Council Memorandum No. 11, 
London, Her Majesty’s Stationery Office, June, 1951. 


the four clinical manifestations of this pathologic entity, all but the umbili- 
cal sinus are potentially lethal. It would seem wise, therefore, to adopt the policy 
that all Meckel’s diverticula should be excised when seen, whether the finding be 


incidental or due to symptoms. This policy would . . . be varied if the primary 


reason for exploratory laparotomy was so serious, and the child was in such pre- 


carious condition, that further surgery would endanger the child’s life. . . . Simple 


diverticulectomy is done in those cases in which the diverticulum can be taken off 
without technically compromising the lumen of the bowel. It has been stated by 
most persons who have had experience in this field that such removal by diverticu- 


lectomy is completely effective because the presence of gastric mucosa is limited to 


the diverticulum itself and one may reasonably expect no ectopic mucosa to be left 


after a diverticulectomy. 


Intestinal resection should. be reserved for those 


diverticula in which simple diverticulectomy would compromise the lumen of the 
bowel and lead to possible secondary intestinal obstruction.—W. B. Kiesewetter, 
M.D., Meckel’s Diverticulum in Children, A. M. A. Archives of Surgery, December, 
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ECOLOGIC AND EPIDEMIOLOGIC ASPECTS OF STAPHYLOCOCCIC 


INFECTIONS 


HOSPITALS 


SUMMARY 


Alexander D. Langmuir, M.D., Atlanta, Ga. 


From the broad ecologic point of view, the 
staphylococci must be classified among the more 
successful microparasites of man. Over the past 
century many of man’s worst parasites have been 
routed either by conscious design through intelli- 
gent application of preventive measures or by bene- 
ficient coincidence of an advancing standard of 
living, or by both. The staphylococci remain 
ubiquitous and constitute one of the serious public 
health problems of today, particularly among hos- 
pital populations. Epidemiologic data do not exist 
that permit a quantitative evaluation of the true 
extent of this problem, nor is it possible to de- 
termine the trends with any accuracy. Only a broad 
qualitative appraisal can be made. 

Clearly, the biological balance between man and 
the Staphylococcus is vastly more favorable for 
man today than it was a century of more ago when 
sepsis, pyemia, and “laudable pus” were universal 
hazards in hospitals. It is difficult to exaggerate the 
importance of the discovery of antiseptic and 
aseptic techniques in surgery and hospital practice, 
although it would seem that their importance is 
not always appreciated or respected at the present 
time. 

More recently the introduction of the antimicro- 
bial drugs has further benefited man in his struggle 
with the Staphylococcus. Many serious staphylo- 
coccic infections respond well to treatment with 
these drugs. Presumably the virtual disappearance 
of primary hematogenous osteomyelitis of adoles- 
cents’ can be attributed at least in part to the 
general availability of antibiotics. However, the 
total impact of antimicrobial drugs on the staphylo- 
coccic diseases has been less impressive than their 
effect on pneumococcic pneumonia, streptococcic 
sepsis, and gonococcic, meningococcic, and many 
of the other serious bacterial diseases. A major 
reason appears to be that many strains of Staphylo- 
coccus are resistant to penicillin and other anti- 
biotics.2 The staphylococcic infections remain a 
major infectious disease problem in hospital pop- 
ulations. 


From the Communicable Disease Center, Public Health Service, 
U.S. Department of Health, Education, and Welfare. 

Read before the Conference on Staphylococcic Infections, sponsored 
by the American Medical Association, Cleveland, Nov. 14, 1957. 


Groups of Staphylococcic Diseases 

These staphylococcic diseases may be classified 
into four broad groups: (1) impetigo and pyoder- 
ma of infants; (2) mastitis of postpartum patients; 
(3) surgical wound infections; and (4) super- 
imposed infections of debilitated patients. 

Pyoderma Neonatorum.—Pyoderma neonatorum 
has long been known, but the extent and serious- 
ness of the problem is often unappreciated. The 
modern trend of short periods of hospitalization 
after delivery often masks the existence of the 
problem until more serious staphylococcic sepsis 
brings it to attention. Many outbreaks of staphylo- 
coccic impetigo, directly traceable to dissemination 
in a newborn nursery, are accompanied by a signifi- 
cant proportion of serious cases of breast abscess 
in infants, and even fatal septicemias and staphylo- 
coccic pneumonias.” The recent recognition of 
“epidemic” strains of antibiotic-resistant staphylo- 
cocci in association with these outbreaks deserves 
special attention.* 

Mastitis and Breast Abscesses.—Mastitis and 
breast abscesses in postpartum patients have oc- 
curred in serious numbers in association with out- 
breaks of pyoderma neonatorum.’ The source of 
infection in a direct chain from infant to mother 
has been clearly demonstrated in several outbreaks. 
The evident hazard is to nursing mothers in con- 
trast to the absence of a problem for mothers of 
formula-fed infants. This fact is considered by 
many to be a serious contraindication to breast 
feeding. 

Surgical Wound Infections.—Surgical wound in- 
fections like pyoderma neonatorum are sometimes 
mild, but too often serious. Unless consistently 
searched for and reported, their frequency and sig- 
nificance may remain unappreciated, Surveys show 
the seriousness of the problem.° 

Superimposed Infections of Debilitated Patients. 
—Chronic illnesses of a wide variety clearly pre- 
dispose to the occurrence of staphylococcic infec- 
tions that contribute at least in a minor degree and 
often to a major degree in the total disability and 
even as a cause of death. Presumably the general 
lowering of normal defense mechanisms of the 
body in these debilitated patients permits the estab- 
lishment of the Staphylococcus or its invasion of 
the tissues. Recent surveys reveal the extent and 
seriousness of this type of staphylococcic infection.’ 
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Comment 

The sources of staphylococcic intections are to 
be found in the hospital environment, both among 
the patients and among the attendants, including 
the physicians. Dressings from open infected 
wounds, purulent discharges, or draining sinuses 
are notorious sources of large numbers of bacteria.* 
These cause contamination, not only of the hands 
of the attendants and the instruments used but also 
of the air and the total environment. More subtle 
and perhaps equally dangerous is the infected but 
healthy carrier among the attendants.”’ These are 
impossible to identify without highly competent 
and specialized bacteriological services, and even 
with these services detailed epidemiologic investi- 
gation is often necessary to incriminate a particular 
carrier as a source. 

The mode of spread of these infections in hos- 
pitals appears to be manifold and complex. Contact 
infection clearly explains the breast abscess in the 
nursing mother from the nursery-infected infant. 
Generally, in the hospital environment, failure of 
strict asepsis can lead to a limited number of 
contact infections of all types, but outbreaks have 
occurred, continued, and recurred under circum- 
stances where reasonable precautions have been 
rigidly followed. Airborne infection through con- 
taminated dust is clearly one mode of spread that 
must be considered. In many situations the mode of 
spread may remain obscure. More intensive re- 
search and new and better tools for epidemiologic 
investigation of outbreaks are needed, 

The control of staphylococcic infections in hos- 
pitals may be exceedingly difficult. Obviously the 
rigid maintenance of aseptic techniques is the 
starting point. It has often been necessary to close 
nurseries to stop outbreaks. The practice of “room- 
ing-in” on obstetric services has been advocated as 
a measure to reduce the problem. Segregation of 
newborn infants to separately ventilated small 
rooms within the nursery may reduce the risk of 
exposure. Search for and removal of a dangerous 
carrier from the medical, nursing, and attendant 
staff should be carried out. The use of antibiotic 
prophylaxis has often been resorted to as a neces- 
sary expedient but clearly does not provide a basic 
solution to finding and eliminating the source of 
infection or interrupting the existing mode of 
spread. 

No ready solution is apparent to the problems 
that staphylococcic infections pose to the surgeon, 
obstetrician, pediatrician, nursing supervisor, hos- 
pital administrator, epidemiologist, and health off- 
cer. It is clear that much more study and research 
is needed. The procedure adopted in some institu- 
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tions of appointing a standing committee of the 
medical staff to study and report on hospital in- 
fections merits careful consideration. Such a com- 
mittee must receive full support of all groups in 
the hospital, and must be backed by competent, 
well-staffed, and well-supported laboratory services. 
Epidemiologic guidance and consultation are es- 
sential to an organized control program. The con- 
certed effort of all members of the medical and 
health professions will be needed for the eventual 
solution. 
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AKING its appearance for the 52nd year, 


NEW AND NONOFFICIAL DRUGS 
the 1958 edition of the annual publication 


M of the A. M. A. Council on Drugs is now 
available from the J. B. Lippincott Company, 
Philadelphia, under the revised title, New and 
Nonofficial Drugs (N. N. D.). The first 51 editions 
(1907 through 1957) of this well-known authori- 
tative source of scientific information on newer 
drugs were published under the title, New and 
Nonofficial Remedies (N. N. R.), and under the 
former name of the Council, the Council on Phar- 
macy and Chemistry. The changes in the title and 
in the name of the Council have been subsequently 
instituted and editorialized in THe JourNau.’ It 
therefore seems appropriate to call to the attention 
of physicians the availability of the 1958 edition of 
the Council's publication. 

Like its predecessors, New and Nonofficial Drugs 
includes cumulatively in bound, classified, and in- 


1. Name of Council and Title of Its Annual Publication Changed, 
statement of the Council on Drugs, J. A.M. A. 163: 645 (Feb. 23) 
R d, editorial, ibid. 


1957. A.M.A. Council and Publicati 
163: 649-650 (Feb. 23) 1957. 


EDITORIALS AND COMMENTS 


J.A.M.A., March 8, 1958 


dexed form all Council monographs and supple- 
mental statements on commercially available drugs 
which have appeared in THE JouRNAL and which 
have not been included in the book or in official 
publications for more than 20 years. Accordingly, 
no physician who wishes to have accessible for 
convenient reference all current statements on in- 
dividually available drugs as evaluated by the 
Council should -be without a copy of this handy 
source of information. The 1958 edition contains 
48 new monographs on drugs and, altogether, 
monographs for more than 600 individual thera- 
peutic, prophylactic, and diagnostic agents. Chap- 
ter and section statements concerning various phar- 
macological and clinical classes of drugs are also 
included. In addition to the alphabetic listing of 
commercial (trade) names with each monograph 
and in the index, the 1958 edition incorporates, 
as a further aid to prescribing, a generic list- 
ing of available preparations and their sizes or 
strengths. 

Since 1955 the scope of the Council’s annual 
publication has been expanded to include descrip- 
tions of unestablished as well as established drugs. 
This enables the Council to present its views, both 
favorable and unfavorable, respecting all commer- 
cially available individual preparations. Thus, the 
Council's publication has become a general source 
of clinical information on newer drugs and no 
longer is restricted to the description of selected 
remedies. The revised title of the book serves to 
reflect more accurately its content of both unes- 
tablished and established drugs, including those 
used for prevention and diagnosis, as well as ther- 
apy of disease. 

Physicians should take particular cognizance of 
the scientific procedure by which the Council's 
annual publication is compiled under its program 
for evaluation of drugs. When a new drug is 
placed on the market, the Council A. M. A. Head- 
quarters Staff obtains all available pertinent  re- 
ports of laboratory and clinical investigations, 
usually through the cooperation of one or more 
manufacturers. These data are circulated for re- 
view by several consultants selected for their com- 
petence in the field of therapy involved. Their 
opinions are transmitted with the data and a draft- 
ed statement of actions, uses, and dosage to a 
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member of the Council, who serves as a referee. 
The referee, in turn, forwards his comments with 
a recommendation concerning the statement for 
publication, for consideration by the Council as a 
whole. All members acting together are then given 
an opportunity to review the data and the com- 
ments of consultants and the referee, to offer 
suggestions, and finally to vote on the proposed 
statement for publication before it is submitted 
to the Editor of THe JournaL. Manufacturers 
which have furnished data to aid in the evalua- 
tion of new drugs are given the opportunity to 
comment on statements prior to release of the mon- 
ograph for publication; valid suggestions for modi- 
fication receive consideration prior to publication. 
The same procedure is followed in evaluating and 
publishing statements on additional new uses and 
routes for administering previously evaluated drugs. 
The Council's method of operation emphasizes the 
large amount of work performed by its members 
and its consultants in providing the information 
that is included in its column of THe JouRNAL and 
in New and Nonofficial Drugs. Indeed, the work 
of the Council insures a thorough, critical appraisal 
of drugs such as the individual physician could not 
find time to do for himself. 

A further important fact concerning New and 
Nonofficial Drugs is its annual over-all revision. 
As new experience and information become avail- 
able, monographs describing previously evaluated 
drugs are revised in the light of changing knowl- 
edge. Thus, the latest edition is not just the 
latest style—it is the latest critical information 
that can be provided by the Council, and it is 
offered as an A. M. A. service to the medical 
profession. 


a salute to 
medical school progress 
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WEEK ---- April 20-26 


EDITORIALS AND COMMENTS 


STAPHYLOCOCCIC INFECTIONS 


Staphylococcic infections constitute a world-wide 
health problem. The long-awaited emergence of an- 
tibiotic-resistant strains is providing a serious prob- 
lem in many hospitals, especially in the nurseries. 
Elsewhere in this issue a series of seven articles 
deals with various aspects of the situation. Differ- 
ent factors combined to make this development al- 
most inevitable. For many years physicians had 
been combating staphylococcic infections with ger- 
micidal preparations. Although from the time anti- 
biotics first became available there have been warn- 
ings that they were bacteriostatic rather than 
bacteriocidal, the therapeutic importance of this 
fact was not always appreciated. Another factor is 
related to the “bird-in-hand” philosophy. It is only 
human nature for patients to demand all that is 
available at that moment. At times such insistence 
is overwhelming to even the most reluctant pre- 
scriber. The attitude expressed in the phrase “after 
us the deluge” is short-sighted, but many persons 
find it hard to worry about a future they may not 
live to see. In the case of the antibiotic-resistant 
staphylococci, the development came faster than 
was expected. The fact that antibiotics were given 
to many patients who had no proved infection un- 
doubtedly did much to hasten the appearance of 
the resistant strains. 

Now that the resistant strains are here, it is im- 
portant to learn as much about them as is possible. 
That an impressive start has been made can be 
seen in the article by Mudd (page 1177). The need 
for continuing research on this problem is stressed 
by Langmuir (page 1202). One thing that emerges 
from this symposium is the fact that aseptic tech- 
niques should never be relaxed for a moment in 
spite of the convenient availability of antibiotics. 
The modes of transmission of staphylococci are 
varied and complex, and the organisms are practi- 
cally ubiquitous. One of the chief sources of danger 
is the healthy carrier. In addition to asepsis in the 
operating room and nursery, many housekeeping 
details in hospital management must be consid- 
ered. These are aptly presented by Brown (page 
1185). Fortunately, a few antibiotics are still effec- 
tive against staphylococci. How long they will re- 
main so will depend on the wisdom and restraint 
with which they are used. 
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IT TAKES TWO... 


Gunnar Gundersen, M.D. 


It takes two for a good many things in our world 
today. For example, two heads are better than one; 
there are two sides to every question; there are 
two eternities—past and future; it takes two to con- 
verse; it takes two to play tennis; two to dance. In 
American communities it takes two kinds of physi- 
cians to promote and pursue the goal of the best 
possible health for all. It takes one who treats the 
individual in the community; another who treats the 
community as an individual. 

Neither can ignore his responsibilities to the 
community and the individual. The private practi- 
tioner has responsibilities in prevention, and conse- 
quently with mass disease and public health. The 
public health physician has a long line of responsi- 
bilities in epidemiology and health education. He 
therefore wisely stays out of the field of individual 
treatment. Like his colleague in private practice, 
the public health physician knows treatment can 
be rendered best only in a relationship between 
doctor and patient which is personal and confi- 
dential. 


Leadership—the Role of All Physicians 


Each physician in public health and in private 
practice must assume his individual and collective 
role in community health. That role in one word is 
leadership. You are qualified to be public health 
leaders, because you have been trained as physi- 
cians. Besides this basic medical education, you 
have been trained in group leadership, in adminis- 
tration, in handling of budgets, and in the applica- 
tion of educational measures to the persuasion of 
the public toward actions beneficial to individual 
health and to the public health. Second, your official 
position requires you to be a leader. Your responsi- 
bilities are defined by law. You take an oath to 
enforce the law and to do those things which are 
necessary for the protection and promotion of the 
public health. 

You cannot escape from your role of leadership. 
To aid you in your work, the law appropriately 
gives you certain powers. Indeed, you easily could 
be the most authoritarian official in the entire gov- 
ernmental organization of the United States. Only 
you can impose a quarantine which restricts the 


President-Elect, American Medical Association. 
Read before the American Association of Public Health Physicians, 
Nov. 14, 1957, Hotel Statler, Cleveland. 


comings and goings of people who have committed 
no offense. Only you can issue orders under a broad 
legislative delegation of powers which may serious- 
ly curtail the ordinary rights of the individual. In 
fact, the courts have held that as long as you are 
fair and reasonable, there is very little limit to your 
authority exercised for the protection of the public 
health. 

But the wise public health physician knows he 
must lay aside the cloak of authority if he wants 
to lead. Instead of issuing orders under the law, 
he endeavors to persuade in order to be an ac- 
cepted, not an authoritarian, leader. Where for- 
merly he developed programs and tried to sell them 
to the community, he now calls community leaders 
to him and together they plan projects, blending 
their ideas and judgment, and finally evolving a 
plan which is an amalgamation of their best ideas. 
This modern concept of public health is a far cry 
from the old idea of the health official sitting in his 
sanctum and deciding under the law what people 
ought to do and then proceeding to make them do 


‘it if he could. 


So today the health officer deserves the support 
of all good citizens and especially of his colleagues 
in the medical profession. No one can understand 
so well as the doctor the requirements and the 
necessities of public health programs. No one can 
so effectively support a sound public health pro- 
gram as can the medical profession in the com- 
munity. No-one can, by the same token, oppose so 
effectively ill-considered schemes. 


Physicians’ Awareness of Responsibilities 


Although physicians and medical societies have 
been criticized for their apparent disinterest in 
public health, I believe that more and more of 
them are showing real concern for the well-being 
and betterment of their home towns. 

Certainly the success of public health programs 
depends, to a large degree, upon the practicing 
physicians and other medical personnel and medi- 
cal facilities in the community. A health depart- 
ment unsupported by the medical profession, 
divorced from the community's hospitals, and alien- 
ated from others in the community working toward 
similar goals is a sorry thing indeed. I believe that 
any professional group—doctors, lawyers, teachers, 
engineers, or businessmen—which has failed to 
recognize its interrelationships with other profes- 
sional groups is missing a large proportion of its 
opportunities and falling far short of its obligations. 
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The only solution for constructive progress in 
public health lies in the cordial cooperation of all 
groups concerned with mutual respect for each 
other's principles and opinions. Personally, I am 
proud of the recent work of many medical societies 
in the field of community and public health 
service. For example, in Decatur, Ill, a city of 
75,000, the physicians of the Macon County Medi- 
cal Society rallied public support for a sewer bond 
issue and for a dam to raise the level of Lake 
Decatur. The measures won by wide vote margins. 
Some of the plaudits from the citizens were: “If the 
medical society recommends it, the bond issue must 
be essential to the welfare of the city.” “One of 
the best things that has happened to this com- 
munity is the revival of the medical society's 
interest in public affairs.” 

In Bronx, N. Y., several years ago the Bronx 
County Medical Society members waged an on-the- 
scene battle against Pugsley Creek. They surveyed 
the foul-smelling, rat-infested, garbage-laden, insect- 
breeding creek to help persuade city officials that it 
should be filled in as a serious health hazard. They 
succeeded. This was not the medical society's only 
city project. They took up such problems as smoke 
abatement, safety programs, emergency ambulance 
service, and others. 

In Ohio, the Columbus Academy of Medicine is 
an excellent example of a group of physicians work- 
ing actively to solve health problems. Among the 
academy's achievements have been the setting up 
of a countywide tuberculosis control program, the 
reorganization and planning of a child mental 
health clinic, and the creation of a citv health de- 
partment. 

Scores of other examples could be cited. State 
and county medical societies have interested them- 
selves in accidental poisoning, home safety, retire- 
ment homes for the aged, improved refuse control, 
milk inspection, poliomyelitis vaccinations, Asian 
influenza, foods and drugs, medical quackery, blood 
banks, alcoholism, traffic accidents, and many 
others. 

These are a few of the problems for which the 
physician must feel a responsibility, along with the 
public health officer and the private citizen. These 
are the problems that must be attacked in unison, 
in cooperation, and with a mutual understanding. 
These are civic obligations. They must be met by 
all citizens, and especially physicians who are doc- 
tors of medicine dedicated to rendering service to 
humanity. 


A. M. A.’s Interest in Public Health 


I am proud to say that the American Medical 
Association in its 110-year history has been deeply 
concerned with matters pertaining to public health. 
Without trying to present any long history lesson, 
let me quickly point out some of the A. M. A.’s 
work in public health. 
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The Committee on Public Hygiene was one of 
the A. M. A.’s first committees to be appointed, and 
its 1849 report urged an extensive study of the 
health problems of that era. By 1872 public health 
had advanced sufficiently to form a Section on 
State Medicine in the A. M. A.’s Scientific Assem- 
bly. State medicine then was defined as “the appli- 
cation of medical knowledge and _ skill to the 
benefit of communities.” Nevertheless, the name 
was largely misunderstood by the profession and 
eventually was replaced by more modern termi- 
nology. The Section had various names from 1872 
until 1900, when it was changed to the Section on 
Hygiene and Sanitary Science. Several years later 
it became the Section on Preventive Medicine and 
Public Health, and then in 1922 the Section on 
Preventive and Industrial Medicine and Public 
Health. Recognizing that the specialty of preven- 
tive medicine includes both industrial medicine and 
public health, the titlke was changed to the Section 
on Preventive Medicine in 1955. 

Many of the great names in public health also 
have served the American Medical Association as 
president over the years. You will recognize such 
men as Henry I. Bowditch, founder and first secre- 
tary of the Massachusetts Board of Health; Thomas 
M. Logan, founder and first secretary of the Cali- 
fornia State Board of Health; Joseph D. Bryant, 
health commissioner of New York; Rupert Blue, 
surgeon general of the U. S. Public Health Service; 
and Walter L. Bierring, state health officer of Iowa. 
These are just a few in the long list of those in the 
public health field who have served organized 
medicine so well. 


“All Against Evil Only” 


These men of public health stayed close to their 
medical colleagues, and private practitioners in 
turn stayed close to the public health physicians. 
Today the A. M. A. seeks that same kind of co- 
operation. It desires to understand, not just tolerate, 
public health and public health physicians. That 
is why the A. M. A. Board of Trustees supported 
in principle the proposal to form the association 
of public health physicians and why the A. M. A. 
gave this group its hearty endorsement. 

In the past year the A. M. A. has had two par- 
ticular occasions to work closely with public health 
physicians in the nation. These involved the polio- 
myelitis inoculation campaign and the Asian in- 
fluenza education program. While I must admit 
that there were strained relations at times in some 
areas, the over-all picture of cooperation by private 
practitioners and public health physicians has been 
gratifying. Certainly these two programs indicate 
that outstanding work in behalf of better health 
for all Americans can be done by men of good will. 

I certainly hope that there are no more of my 
colleagues who look upon the health department 
as a bumbling, bureaucratic agency interfering in 
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the medical field. Likewise, I hope that public 
health physicians do not look upon private medical 
practitioners as physicians to ignore, circumvent, 
or hold in contempt. We in the private practice of 
medicine are not out to take from the community; 
we are interested in putting back more than our 
share into the community. We are determined to 
make our communities better places to live. We are 
dedicated to the betterment of the health of the 
community and the people in it. 

I would be less than frank if I did not admit 
there have been times when the medical profession 
has been heard only when it criticized or opposed 
certain public health programs. But perhaps the 
blame is not all on one side. It may be that the 
health officers have gone ahead on their own with- 
out consultation; it may be that the medical profes- 
sion has not kept in touch with the progress of 
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public health work. Regardless of who has been 
to blame, the situation has been deplorable in that 
most differences have been so unnecessary. 

In those areas where public health officials and 
private practitioners have cooperated, the results 
have been wonderful. Certainly, the benefits of 
further cooperation are unlimited. To bring about 
more of this kind of accomplishment, we must 
eliminate unproductive rivalries and interminable 
wrangling which do immeasurable harm to our 
cause and bring public discredit upon both of us. 
It takes two to feud; two to quarrel. But these same 
two can unite their efforts; they can pull together; 
they can work wonders the people they serve. 
As Thomas Carlyle wrote: “Men’s hearts ought not 
to be set against one another, but set with one 
another, and all against evil only.” 


The following papers were among those presented at the County Medical Societies Civil 
Defense Conference in Chicago, Nov. 9-10, 1957. This is a yearly conference sponsored by the 
Council on National Defense of the American Medical Association. Other papers were pub- 
lished in the Feb. 15 and 22 issues of THe JouRNAL.—Ep. 


CIVIL DEFENSE MOTIVATION 
Cortez F. Enloe Jr., M.D., New York 


Why do people yawn whenever civil defense is 
mentioned? Why don’t they think about protecting 
their own country, themselves, and their own com- 
munities? These things they can do something 
about, instead of worrying about what happened 
to Zhukov or what Khrushchev said at the last 
Turkish Embassy cocktail party. Why is all their 
attention focused on Sputnik, and now Muttnik, 
and perhaps next week when they put an ape in it, 
Apenik—things they certainly can’t do anything 
about? And yet this dire and pressing problem of 
civil defense has such a high boredom rating. May- 
be if we try to find the answers to these questions 
we can get some idea of the problem we face in 
medical planning for civil defense, and perhaps the 
very questions will themselves suggest their own 
answers. Let us see if we can figure out why this is 
so. Perhaps we are like the internist who said that 
he had the diagnosis down pat, but did not have the 
vaguest idea of what to do about the treatment. 
As physicians, we all know that before any prob- 
lem can be solved we have to define the problem. 
So before I attempt to suggest to you how you can 
arouse people’s interest in civil defense, let us see 
why they are not interested. 

First, the people in the United States, by and large, 
feel pretty hopeless about their ability to provide 
any kind of protection against atomic bombs and 
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guided missiles. We all know that if you give peo- 
ple every harrowing detail, they become hysterical, 
cynical, indifferent, or even antagonistic. Perhaps 
this explains the hand-wringing of the Association 
of the Atomic Scientists and the attitude of the 
irresponsible social do-gooders who want to call 
a halt to everything in atomic energy and whose 
motto is “Don't worry, nothing is going to turn out 
all right.” Add to this the security of the govern- 
ment, much of it necessary, and it is easy to under- 
stand why the public thinks a good deal of the 
civil defense program is a waste of time. Now 
add to this the undulating policy of federal agen- 
cies that cannot make up their minds about what 
kind of defense is best. At one time they say that 
evacuation is the only answer, and then the pen- 
dulum swings in the opposite direction to the 
efficacy of shelters, pausing, as do all pendulums, 
at dead center, at no program at all. Is it then no 
wonder that people feel that civil defense is much 
ado about nothing? 

The second reason why it is difficult to interest 
people in civil defense is that there has been little 
or no consistency of leadership provided by their 
governmental agencies. The Defense Department, 
where, in my opinion, the whole business belongs, 
acts as if civil defense did not exist. The Federal 
Civil Defense Administration (FCDA) has not done 
much to arouse people's interest in the whole prob- 
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lem although it has had highly competent medical 
officers assigned to it and a medical advisory com- 
mittee to the administrator. 

Third, if the people knew how protection could 
be afforded them by a sound civil defense organi- 
zation—and even if the government provided the 
leadership and people were given hope that there 
is, indeed, some place to hide—a large segment of 
our population would lack interest in civil defense 
simply because the danger is not imminent. Let us 
face it: most people do not think about owning a 
fire extinguisher until the flames are coming out of 
the attic, but fortunately for us this is a little less 
true for doctors than for people as a whole. So 
there you have the three reasons why it is difficult 
to interest people in civil defense: (1) hopelessness 
before the weapons, (2) insufficient government 
leadership, and (3) lack of understanding of the 
need. These three lacks can give us some valuable 
clues as to what we can do to arouse the interest 
that is necessary if we are going to have a working 
plan for medical civil defense. 


Civil Defense as a Medical Problem 


It is the third facet of this problem that offers us 
a clue. I think there is very little that we in the 
medical profession can do to change the govern- 
ment’s attitude, and I do not want to attempt to 
remove the psychological block that people have 
about the atomic bomb, but I do think that by one 
method, somewhat devious to be sure, we can make 
great forward strides in organizing a medical care 
program for civil defense. For one thing, we should 
play down the fact that we are talking about civil 
defense and talk more about community medical 
emergencies. I believe the only thing that has saved 
even the existence of the FCDA has been the work 
it has done in natural disasters, and I commend 
the study of its experiences to everyone. The more 
that we look at the civil defense problem as a 
problem of medical emergency in a community, 
the more we are going to be able to interest people 
in doing the very things that will be called civil 
defense if there is a foreign attack, and will be 
called a natural disaster if there is a hurricane. 
The activities are very similar, so let us train for 
one, keeping in mind that we are training for the 
other. 

The first thing to be done in any community is 
to have a civil defense plan, but this plan is no good 
if it only exists on paper, and if participation of 
the local government departments is on a voluntary 
basis. The plan must have teeth in it, and the ac- 
tivities of each department in the local government 
should be a matter of law. They have done this in 
San Francisco with splendid results. Secondly, as 
physicians, we should build our disaster plans 
around our hospital staffs. The American Hospital 
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Association has given impetus to this by making 
the existence of a local disaster plan a requirement 
for accreditation. This is a remarkable and en- 
couraging starting point. If each hospital, from the 
smallest to the largest, has a working plan for the 
care of mass casualties, we will have taken a giant 
step forward in arousing people’s interest in civil 
defense. 

Mind you, I said “working plan.” By that I mean 
a plan that has been shown to be functional and 
good. The only way you can show it as functional 
and good is by having, at regular intervals, exer- 
cises in which the entire hospital staff and the local 
ancillary services, such as the Red Cross and the 
Gray Ladies, participate. Participation by the hos- 
pital staff must be made mandatory. Decision to 
participate in the exercises if they feel like it can- 
not be left up to physicians. They should participate 
as a requirement for maintaining their staff posi- 
tions. More community interest will be taken in 
this program if the hospital board members also 
have a job to do in the hospital mass casualty 
program. And think what vou can do if you give 
the wife of each staff member of the hospital an 
obligation to fulfill in connection with the exercises 
at the hospital. There are very few doctors who 
are going to fail to attend a vigorous exercise in 
the care and handling of the hospital when their 
wives are down there working all day. 

Certainly, the county medical society should have 
its committee on disaster planning, but this is not 
a job for the county medical society. The interests 
are too varied in each of these groups. The hospital 
is a functioning unit and the chain of command 
already exists. Furthermore, in the hospital, it is 
easy to break down any problem into its small 
parts, so that a large number of people have some- 
thing to do. 

If you would like an example of the method I 
am suggesting of arousing interest among the peo- 
ple associated with the medical profession in civil 
defense, read “Exercise ‘Operation Rebound’ ” in the 
Feb. 15 issue of THe JouRNAL (page 785), a program 
which was conducted in Houston, Texas, and reflect 
that from the first 85% of all the people, doctors in- 
cluded, even remotely associated with that hospital 
were enthusiastically participating in a long and 
arduous program. As I say, we have a responsibility 
toward providing emergency medical care; every 
doctor knows that. So if you want to arouse inter- 
est, emphasize the necessity for gaining proficiency 
in collective medical care in emergency measures 
and do not become involved in the useless contro- 
versy of evacuation versus shelters. Others are 
working on that problem. Just a month ago the 
President appointed a group, made up of several 
very famous men who have been working in great 
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secrecy on all of the civil defense problems, to han- 
dle this as one of its problems. So let us leave that 
to them. 

The more successful you are in developing a 
hospital emergency plan, the more exercises you 
can have, the more attention you will draw to this 
problem in your community, and the more atten- 
tion you draw to it, the more it is going to occur 
to people to think about home care. But as doctors, 
and as men in organized medicine, we must see 
that to succeed in discharging this responsibility 
we must stay on the medical mission. We must be 
organized, so that we will not encounter the situa- 
tions of confusion which seem so typical of situa- 
tions in the recent past. For example, in the recent 
disaster in Kansas City, trucks, station wagons, and 
private automobiles carried the walking wounded 
and what should have been litter cases and the 
dead to the hospitals, and, with but one exception, 
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not a single ambulance was able to get within five 
miles of the disaster area. Of what use is medical 
care in such circumstances? 

You may encounter this in the natural disaster 
program of any community at any moment. If we 
do develop a good medical program for meeting 
natural disaster, and cooperate with other com- 
munity services and the local government—a matter 
in which I am sure you can arouse interest—we will 
succeed in providing emergency medical care that 
is useful in peacetime and of absolute necessity in 
wartime. There is an immense amount of generous, 
patriotic, and potentially competent volunteer ef- 
fort that can be recruited for a program under ex- 
perienced professional direction which has won 
respect. To recruit it, we have to show that we can 
carry out our medical mission, and we can only do 
that through using suitable methods. 


COUNTY MEDICAL SOCIETY ORGANIZATION AND 
ACTION FOR DISASTER PLANNING 


Leonard K. Knapp, M.D., Lake Charles, La. 


We experienced a tragic local disaster on June 
27, 1957, when hurricane Audrey struck the south- 
west Louisiana coast. In this disaster there were 
534 persons missing and killed; of these 23% were 
under 5 years of age, and 43% were 17 years old 
or younger. Of the 337 bodies found, 114 were un- 
identified. To fully understand how this disaster 
occurred, one must know something of the geog- 
raphy of the region involved. The disaster took 
place in the coastal parish (county) of Cameron, 
La. This is primarily a parish of marsh land, the 
highest point being 10 ft. above sea level and most 
being only 0 to 5 ft. Across this parish run two or 
three ridges which the residents consider “high 
ground.” On these ridges are three towns, Creole, 
Cameron, and Grand Chenier. Cameron is the 
county seat. Each of these towns is 5 ft. above sea 
level. 

Certainly part of the blame for the high casualty 
toll must be placed on inadequate warning. I 
make no attempt to determine how warnings should 
be worded or be relayed to the people, but most 
of the people in Cameron Parish went to sleep on 
June 26 thinking the storm would arrive in the late 
afternoon on June 27, and there would be plenty of 
time to get to “high ground” in the morning. The 
electricity failed in Cameron about 9 to 10 p. m. on 
June 26. It was 1 a. m. on June 27 before the fore- 
cast predicted the storm would reach the coast be- 
fore noon. At approximately 3 a. m., 12 hours ahead 
of schedule, this storm hit, with tides putting the 
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entire parish under water. The high outer ridge, 5 
ft. high, trapped the water back inland in the 
parish, and the winds and water wrecked homes. 
The water drained away from the coast when the 
wind and tide subsided, but the inland part of the 
parish remained inundated for many days. The tide 
reached 10.5 ft. above mean Gulf level. In addition 
to this, the waves were estimated by conservative 
men at 10-ft. height. You can imagine what this, 
coupled with 110-mph winds, would do to a town 
5 ft. above sea level. 

The Calcasieu Parish Medical Society (this in- 
cludes the three physicians practicing in Cameron 
where there is no local society) has been organiz- 
ing under civil defense since 1952. I happen to be 
chairman of the civil defense committee of the 
parish society and director of the health services 
for Calcasieu Parish Civil Defense. We have or- 
ganized along two lines. One for atomic disaster, 
in which we plan to evacuate the entire target area 
and utilize schools and hospitals in surrounding 
areas. This has not yet been put into action. 

Our second plan, to be put into use in all natural 
disasters, explosions, and train accidents, is based 
on the premise that our local hospitals will be 
standing, usable, and able to take care of all fore- 
seeable casualty loads. It is the purpose of the 
health and medical services of civil defense to or- 
ganize with the aid and assistance of the local 
hospitals, physicians, nurses, technicians, practical 
nurses, and other allied personnel in order to better 
care for the sick and injured and insure the general 
public heaith in time of a local emergency. It is as- 
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sumed that this plan is a more or less fluid one, 
adaptable to any of the various anticipated local 
emergencies, either natural or man-made, but ex- 
cluding war or atomic attack, in which case the 
evacuation plan would be put into effect. 
Administrative Personnel 

The health services are under the direction of a 
director, who is assisted by a deputy director, and a 
coordinator. In the absence of the director, the 
deputy director is in charge. It is the duty of the 
director to organize all of the various medical per- 
sonnel and facilities to best care for emergency 
situations as they may be foreseen. It is the duty 
of the coordinator to assist and advise the director 
on civil defense matters, to aid in maintaining 
liaison among all neighboring hospitals and their 
administrators, to aid in training personnel in civil 
defense practices, and to act as a public relations 
officer. 

All physicians in the parish will be assigned to 
specific hospitals or to aid stations or triage teams. 
Each hospital has assigned a director and an al- 
ternate. The chief of the nursing services person- 
nel is responsible for enlisting the professional 
nurses, the practical nurses, aides, and all tech- 
nicians in the program. After enlisting, each of these 
individuals will be assigned to specific duties. In- 
sofar as possible, these personnel will report to 
their usual place of duty in the hospitals, and the 
remaining personnel, who are not ordinarily work- 
ing in hospitals, will form a pool for assignment to 
aid stations, triage teams, and for relief or supple- 
ment of hospital personnel. 

The public health officer and his staff are re- 
sponsible for maintaining public health standards 
during any emergency. The health services supply 
officer is in charge of obtaining all necessary sup- 
plies during any emergency. He will work with 
local drug houses, hospitals, and clinics, and with 
the civil defense supply service and welfare service 
in obtaining these. The health services communica- 
tions officer acts as a liaison officer with civil defense 
communications service and with local amateur 
radio operators to supply communications to each 
local hospital, to the health services headquarters, 
and to each aid station or triage team. 

Our operations during the emergency phase of 
this disaster may be briefly recounted. We made 
mistakes, as will be seen later. Yet, we did act in an 
organized manner. The members of the medical 
society and nurses and all allied personnel re- 
sponded wonderfully. Everyone worked to the ut- 
most of his or her ability. Mr. Hinsley has outlined 
our operations in Lake Charles on the day of the 
hurricane (see page 1213). He did a fine job in having 
his hospital prepared for an emergency. For the 
most part, the doctors were on a standby basis that 
day, taking care of a few casualties and making a 
few calls at refugee centers. 
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Activities in Aiding Devastated Area 


At approximately 2400 hours on June 27, 1957, I 


was notified by the civil defense office that although 
no direct communications had been established 
with Cameron, it was felt that the damage there 
might be considerable, and we were requested to 
send doctors, nurses, and medical supplies into the 
area. The civil defense would furnish us transporta- 
tion at 0400 hours on June 28. Could we get them 
ready? Yes, I told them we would. 

I knew that we would have no trouble recruiting 
the doctors and nurses, but knowing just what sup- 
plies to take without knowing anything about the 
tvpe of situation we were getting into was a prob- 
lem. My first thought was to get supplies from the 
local federal civil defense warehouse, but I was im- 
mediately told that these were not available to us. 
I called Mr. Hinsley and we decided to use some 
of the supplies in his custody as part of the 200- 
bed mobile hospital. These were delivered quickly 
in a large van truck purchased by the Louisiana 
State Department of Hospitals to move this hos- 
pital, and solved our supply problem except for 
narcotics and some dressings that we rounded to- 
gether from local doctors’ offices and drug stores. 
We took all the equipment except the major op- 
erating room supplies for the 200-bed hospital. 
These included all first-aid supplies, cots, blankets, 
small sterilizers, dressings, syringes, and one large 
generator. 

We congregated at 0300 hours and decided to 
send part of the doctors and nurses by boat and 
part in the army ducks provided for transporta- 
tion. At 0400 hours our party was off. I am sure 
that I speak for the entire staff when I say that we 
were shocked when we reached Cameron Parish. 
There was nothing but water and total destruction. 
Barely a building was left standing in the entire 
parish. People were still on roof tops, floating on 
debris, in trees, or swimming, and everywhere were 
dead cattle and dead people. We had planned to 
go to Cameron, render some first aid, and then send 
the people home. It became immediately apparent 
that the entire parish would have to be evacuated. 
With this in mind, we decided to set up two aid 
stations to treat and sort casualties for evacuation, 
one at Creole and one at the town of Cameron. 
The party was then divided into two parts. 

When our party reached Cameron we found peo- 
ple concentrated in the court house, which was still 
standing. Dr. Clark had done a remarkable job in 
rendering aid and comfort to his people. He had 
been on the job for some 24 hours when our first- 
aid station was set up. We found Drs. Carter and 
Dix in Creole continuing to work with everything 
they had. We set up those two aid stations, in 
Cameron and Creole, and manned them with shifts 
of doctors and nurses for the next three days. After 
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the first day, these were eight-hour shifts, the per- 
sonnel being relayed by helicopter. These are won- 
derful machines in disasters of this nature. 

In each aid station we tried to organize so that 
each casualty was examined and given first aid: 
dressings to injuries, penicillin, and narcotics as 
indicated. During our first three or four hours’ op- 
eration we had no food or water to offer them, but 
this soon arrived. The injured were then evacuated 
by either boat or helicopter, depending on the 
merits of the individual cases. Each casualty was 
tagged. 

In Lake Charles, where I had left operations in 
the hands of my deputy director, Dr. Edmond C. 
Campbeil, things were progressing in a somewhat 
hectic but not chaotic manner, and by the time I 
arrived in Lake Charles that first night, things were 
under controjl. Refugees arrived by three means: 
boat, truck, and helicopter. A large reception cen- 
ter was set up at McNeese State College gym- 
nasium, and doctors and nurses were on duty there. 
The refugees were examined by doctors and nurses, 
given food and clothing, and their minor ailments 
were treated. If anything at all serious was indi- 
cated, they were sent to one of the local hospitals 
by these examining doctors. The reception centers, 
as well as the local hospitals, were staffed on a 
rotating basis, new shifts every four hours. Each 
hospital set up its own method of sorting the cas- 
ualties as they arrived. Those requiring admission 
were sent toward the accident rooms, x-ray, and 
wards on arrival. Those requiring outpatient care 
were sent to a large room where they were treated 
and later returned to the refugee centers. These 
refugee centers were set up in local high schools. 
Doctors made daily sick calls at these areas for the 
next week. 

On Saturday, June 29, Dr. Hertell arrived with 
the offer of Red Cross aid for our medical teams 
(see page 1217). I would like to add that I have the 
highest regard and admiration for the work of the 
Red Cross. They did a fine job helping our people, 
and I am sure have done so in many other dis- 
asters. In spite of this, there are many people who 
for one reason or another are highly critical of the 
Red Cross. This seems to come to some extent from 
their overseas work in World War II. I think it is 
important for the Red Cross organization to know 
of this feeling, which is apparently generalized over 
the country. It is a serious thing, and I wish to do 
everything I can to overcome this. Dr. Hertell and 
his group did a fine job in helping us. When he 
talked with me on Saturday, I told him we would 
continue to man our aid stations and send doctors 
to the Red Cross shelters and refugee centers 
through the day on Sunday, but on Monday we 
would like the Red Cross to take over these func- 
tions so that we could get back to our private prac- 
tice. This they did, and we mostly closed our medi- 
cal services emergency care at that point. 
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Critique of Experience 


In our critique of our actions resulting from the 
hurricane, we have several recommendations: First, 
the entire loss of life would have been avoidable 
with adequate warning and evacuation of people 
beforehand. 

Second, the number of unidentified was dispro- 
portionately high. Some of this was due to entire 
families being wiped out. Some was due to late re- 
covery of bodies after days out in the marsh. I 
think two steps would aid in identification. As I 
mentioned, 43% of the casualties were aged 17 or 
under. About two years ago our medical society aux- 
iliary started fingerprinting all local school children 
and keeping these prints on file. This should be ex- 
tended to the entire parish, and I would urge that 
it be done elsewhere. It would seem that many of 
the babies who were born in local hospitals might 
have been identified by their birth footprints. 
When this was attempted, it was found that the 
birth prints were so poorly made that they were 
not helpful in identification. Not one identification 
was established by this method. 

Third, I feel that the supplies of the federal civil 
defense warehouses should be made available for 
such local disasters. Also, the medical society, the 
local civil defense, or the city should stockpile two 
federal civil defense 500-casualty aid kits. These 
supplies are listed in TM 11-1, Organization and 
Operation of Civil Defense Casualty Services, Part 
I, the First-Aid System, at a cost estimated at $1,500 
per kit. 

Fourth, communications during an emergency 
are critical. During this operation, ours were very 
poor. In the city of Lake Charles most telephone 
service remained uninterrupted. The two hospitals 
were fortunate in this respect. We had no outside 
communication, however. Our communication with 
our aid teams was poor for 48 hours. To try and 
remedy this situation we have added a new man 
to our team, called the health services communica- 
tions liaison officer. This man is a doctor and a 
radio amateur. I think he is going to be most help- 
ful in getting us the proper communication set-up 
for another emergency. 

Last, during this past emergency I set up my 
headquarters in Memorial Hospital. I did this pri- 
marily because the main civil defense headquarters 
seemed so crowded and it was difficult to get suf- 
ficient work room. Also, Memorial had two-way 
radio communication with civil defense headquar- 
ters. In another emergency, I would set up the 
health services headquarters in my office, which is 
large, has auxiliary power, and adequate telephone 
lines. After our experience, we still feel that our 
original premise that we could care for all types 
of local disasters, excluding enemy action, with 
local personnel, equipment, and hospitals, still 
stands. 
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HOSPITAL OPERATIONAL PREPAREDNESS 


Joseph W. Hinsley, Lake Charles, La. 


Preparedness for any type of disaster should be 
a continuous function in every hospital, as it is a 
definite responsibility of every hospital administra- 
tor to his community. In addition to planning for 
disasters occurring outside the hospital, the pro- 
gram should include fire prevention and _ safety 
measures within the institution. There are many 
problems that confront medical personnel in carry- 
ing out routine hospital care during a major dis- 
aster. It requires action on the part of physicians 
and hospital administrators to restore some degree 
of normalcy and to plan to work effectively under 
existing difficulties. It calls for the limiting of “Park 
Avenue” frills within established institutions and 
the standardizing of procedures and supplies for 
emergency hospitals and first-aid stations. It would 
be difficult to mention hospital accomplishments 
without sharing these honors with our physicians. 
We cannot describe hospital operational activity 
without recognizing the doctor as the motivating 
influence on all functions of the medical team. 

During hurricane Audrey, I was playing the dual 
role of hospital administrator and health services 
coordinator of Calcasieu Parish Civil Defense, so 
my remarks may be influenced by either position. 
Audrey arrived in Louisiana at a time when the 
Calcasieu Parish Medical Society and the Calcasieu 
Parish Civil Defense were planning emergency dis- 
aster procedures for use on July 12, in connec- 
tion with Operation Alert, 1957. On June 27, we 
were thrust into a situation wherein disaster be- 
came a reality instead of an exercise. 

In presenting this subject, my remarks will first 
cover the need for hospital operational prepared- 
ness and second, a description of hospital plans in 
action during hurricane Audrey. In outlining a 
hospital plan from its origin to its use, it will be 
necessary to refer to my hospital in order to illus- 
trate the problem. I might add that spreading our 
efforts over a 60-mile-long area during Audrey, in 
addition to maintaining a census beyond normal at 
our base hospital, was not included in our original 
planning but indicated how better prepared a hos- 
pital is to meet unforeseen emergencies if it has 
some basic plan for the care of mass casualties. The 
need for hospital preparedness will include com- 
ments on the nature of the preplanning at Lake 
Charles Memorial Hospital, showing the many 
items of additional equipment necessary, the im- 
portance of communications and_ transportation, 
plans for making maximum bed capacity available, 
and providing a reservoir of trained personnel. 


Administrator, Lake Charles Memorial Hospital. 


While describing the operation of the hospital 
during hurricane Audrey, I will trace the call for 
action and the trip to the devastated area, the set- 
ting up of the civil defense emergency hospital, the 
care and evacuation of patients at the scene of the 
disaster, and the care of evacuees at Lake Charles 
Memorial Hospital. This will clearly show our 
activity during the stress of disaster and I shall 
briefly analyze the compatibility of our planning 
with the actual operation. In addition, I would like 
to evaluate this experience as an aid in planning 
for a national disaster, showing the hospital's place 
in the survival plan after possible nuclear attack 
and the strain it will place on the entire medical 
structure. 


Hospital Operational Preparedness 


The plans of any hospital should include special 
training of the administrator or other hospital 
official. Hospital associations throughout the coun- 
try are conducting institutes on disaster planning, 
fire prevention, and safety and have published 
many fine manuals on these subjects. The attitude 
of the hospital administrator toward civil defense 
or disaster planning is very important in the com- 
munity, as many will follow his example, whether it 
be one of action or apathy. Personally, I availed 
myself of the administrative course with the staff 
college of the civil defense administration, the 
management of mass casualties course given at 
Brooke Army Medical Center, and I also had the 
privilege of attending Operation Rebound, at 
Houston (see J. A. M. A. 166:785-787 [Feb. 15] 
1957). Time will not permit a description of these 
courses, but I am deeply appreciative of having 
had the opportunity to attend and hope that my 
continued efforts along disaster planning will be a 
token of the respect I hold for those who planned 
and conducted these courses. Their untiring zeal 
indicated how dedicated they were to this life- 
saving, even nation-saving, service. 

The plan of Lake Charles Memorial Hospital for 
disaster care began with the preparation of a 
manual, designed specifically for this hospital, 
which described the basic plan of operation for 
each type of disaster and gave explicit instructions 
to each department head under each classification. 
The plan included (1) the expansion of hospital 
service within our 100-bed hospital, (2) extension 
of our services into subsidiary hospital units, and 
(3) complete evacuation of the hospital. Execution 
of the second and third phases was not necessary 
during hurricane Audrey, although it is conceivable 
that had the destruction along the Louisiana coast 
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not been so violent and complete, we might have 
put phase two into operation. In coordination with 
civil defense, we had arranged for establishment of 
emergency hospitals in two school buildings, both 
within three city blocks of the hospital facility. The 
parish school board had made blueprints available 
to us and each room in the two buildings had been 
preassigned for some specific service during an 
emergency. Our over-all disaster plan took into ac- 
count the interdependence of the medical and hos- 
pital functions with the civil defense services of 
rescue, transportation, police, welfare, engineering, 
communications, and supply. Although independ- 
ently developed, our plan was integrated with 
community plans. 

Our first attention in maintaining continuity of 
service had been directed toward providing emer- 
gency power to supply our needs in the event of 
public power failure. We had on hand five emer- 
gency generators, three of which we counted on 
to furnish 160 kw. to sustain our lighting and power 
equipment. One of these was a 35-kw. generator 
permanently mounted in the hospital to supply 
emergency lights, power for oxygen tents, and 
minor-powered equipment such as nurses call sys- 
tems, paging system, telephone switchboard, our 
radio transmitters, and other items which could be 
plugged into the lighting circuit. Through a gov- 
ernment surplus agency we obtained two 62.5-kw. 
generators to supply the major power demands of 
the hospital. There was a 15-kw. generator main- 
tained exclusively for emergency use outside of the 
hospital. (We loaned this particular unit to the 
other local hospital during the hurricane. ) 

Arrangements for emergency water supply had 
been made with a local department store that had 
its own deep well, normally used for air-condition- 
ing purposes only. Our fifth and smallest generator 
was a 2.5 kw. on standby to furnish electricity for 
the water project; however, this unit was adapt- 
able for further emergency use in supplying elec- 
tricity for a field x-ray machine or mobile radio 
equipment. As a matter of routine preparedness, we 
carried an inventory of food, linen, and medical 
supplies greater than projected normal require- 
ment. We had in store items of strict emergency 
identification: 100 army-type cots, litters, and a 
stock of paper items (blankets, towels, dishes, and 
cups). In addition, we had custody of a 200-bed 
civil defense emergency hospital and had _pur- 
chased a large van for transporting and storing the 
essential supplies of the unit. Only a few months 
before Audrey we had color-coded the 256 separate 
boxes of the unit to facilitate and expedite the 
setting up of this hospital under emergency con- 
ditions. We had displayed the hospital to the public 
at the annual meeting of the Louisiana Hospital 
Association held in Shreveport, La., during April, 
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Our radio service consisted of three stations: (1) 
an aeronautical advisory station, WKP6, tested 
regularly with intercom stations through 
courtesy of members of the Air Force; (2) our 
“Mutual Aid” station, KKL-720 Zone 32, which 
connected up with all industrial plants, the fire 
department, police department, civil defense, 
weather bureau, and the Lake Charles Air Force 
Base; and (3) our emergency medical channel, 
Station KKS-407, with mobile transmitters located 
in emergency vehicles of the hospital. 

Through our local civil defense, we had arranged 
for the immediate dispatch of 15 radio-controlled 
cabs and 40 civil defense policemen to the hospital 
in case of emergency. We had negotiated for heli- 
copter ambulance and evacuation service with a 
helicopter service company that has 19 planes 
located one-half hour's flying time from Lake 
Charles. My hospital maintains its own radio-con- 
trolled heliport which is ordinarily utilized by 
helicopters bringing in patients injured or stricken 
ill while engaged in off-shore oil drilling activity in 
the Gulf of Mexico or the inaccessible marshlands. 
The heliport is equipped with landing lights, field 
lights, spotlights, and illuminated windsock. To 
make the maximum number of beds readily avail- 
able within the limits of our 100-bed hospital, we 
summarized the “condition” sheets of the patients 
at eight-hour intervals as to the type of transporta- 
tion needed for transfer, discharge, or evacuation. 

To staff the hospital and extended facilities, we 
made plans for increasing our graduate nurses by 
50%, not including the nurses working in doctors’ 
offices and clinics, health centers, schools, industry, 
or the American Red Cross. We have a normal 
complement of 80 trained employees in our nursing 
department. When we went on a 40-hour week 
about three years ago, we hired 39 part-time em- 
ployees, mostly married nurses who wished to 
work only two days each week but who could be 
called upon for relief or emergency scheduling. 
This contingent of trained professionals made up 
our reserve nursing corps. With the aid of Red 
Cross instructors, we had trained organized groups 
in first-aid, with the definite assignment as nurses’ 
aides within the hospital’s plan for emergency care. 

The nursing department is responsible for the 
welfare and reassurance of regular patients, ad- 
vance sterilization of extra packs, dressings, and 
instruments, replenishment of all supplies in the 
emergency room, as well as on each nursing unit, 
and the stocking of sufficient supplies and instru- 
ments on the first floor to furnish additional emer- 
gency rooms. Additional operating rooms were in 
our plan and consisted of the cystoscopy room and 
the treatment rooms on each floor. 

The dietitian’s plan included ordering an extra 
day’s supply of milk and bread, preparing menus 
in advance that could be expanded or changed, 
based on the canned goods or frozen foods in store, 
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and insuring that key food-service personnel were 
available for duty. This, generally, was our written 
program and the state of our preparedness on the 
day that radio bulletins began warning that the 
tropical storm Audrey was gathering intensity of 
hurricane proportion and was heading for the 
coasts of east Texas and southwest Louisiana. 


Hospital Operational Preparedness 
During Hurricane Audrey 


We began to divert our attention from a “mock” 
bombing attack to a potential hurricane on June 24, 
when we received the first news about Audrey. On 
June 26 we received from nearby Lake Charles Air 
Force Base Hospital, under its evacuation plan, the 
civilian dependents of air force personnel, six of 
whom were incubator babies. Our 100-bed hospital 
census now totaled 107 adults and children and 12 
babies. Every weather bureau report from that 
time on was recorded on a tape recorder as it came 
over the radio network. The administrator and key 
personnel were kept constantly advised of these 
periodic reports. Each department fulfilled its ad- 
vance responsibilities. Medical, surgical, and emer- 
gency teams were organized. Medical supply needs 
for each team were itemized and stocked in the 
team’s area of operation. Step-by-step instructions 
were developed; responsibility was defined. Ad- 
ministrative procedures were worked out, and a 
triage section was planned. 

When the weather report was received at 10 p. m. 
on the night of June 26, radio and television an- 
nouncers gave assurance that the center of the 
storm would not reach Lake Charles until late the 
following night, so it was decided that employees 
not on the 3 to 11 shift could go home and com- 
plete their preparations the following morning. But 
three hours later, at 1 a. m. on June 27, the weather 
bureau report was revised, placing the storm much 
nearer the coast of Louisiana than was expected, 
after giving consideration to the reported forward 
speed of the storm. This message was relayed to 
the administrator, and all key personnel were as- 
sembled at the hospital by 3 a. m. to complete any 
preparations scheduled for later that morning, and 
all preestablished precautions were placed in effect. 

A general inspection was made and all small 
equipment stored outside the building was moved 
inside and other equipment was securely anchored. 
The inside inspection began with the doors, win- 
dows, interior stairways, and hatchways on the 
roof and penthouse machine rooms. All corridors 
and exits were checked to make sure no obstruction 
remained from the preparation period. Cots were 
taken from storage and distributed to strategic 
points of the building. Supervisors briefed their 
employees on the disaster plan and of the location 
of all fire extinguishers on their present occupa- 
tional assignment. 
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The “morning coffee” which precedes breakfast 
was served a little earlier this morning and every 
effort was made to assure patients of their safety. 
People in Lake Charles had been warned by radio 
announcers to seek shelter in public buildings and 
schools if they resided in lightly constructed homes, 
and 164 individuals drifted into our lobby for 
safety. All our “guests” were registered for infor- 
mation and identification purposes, and those with 
small children were sent to the nurses’ classroom 
where blankets and mattresses were placed on the 
floor as the center of activity of each family group. 

The winds increased to 105 mph and our chief 
concern was one of apprehension rather than ac- 
tion. Admissions were no higher than usual, with 
only 10 local people admitted as the results of in- 
juries caused by the storm, but we did have an 
influx of expectant mothers. Winds began to 
diminish in the evening and most of the adult 
guests began to leave about 6 p. m., when the 
winds had subsided to 53 mph. The family groups 
waited about one hour longer. The administrative 
personnel, after being assured that the 3 to 11 crew 
had everything under control, began leaving for 
home at 8 p. m. Up to this time we had admitted 
12 from the area of Cameron who, being cut off 
from communications, had no idea of the severity 
of the disaster. 


Call for Action and Trip to Devastated Area 


The real call for action originated with a radio 
announcement at 11:30 p. m. on June 27 from the 
only local radio station on the air, stating that civil 
defense was preparing to send the health services 
unit into the areas of Grand Chenier, Cameron, and 
Creole. I contacted civil defense headquarters and 
the director of medical services, Dr. Leonard 
Knapp (see page 1210). Civil defense officials told 
me to gather medical supplies for at least 1,000 
casualties and prepare to leave for areas to the 
south that were harder hit than Lake Charles. Six 
army amphibious trucks from Alexandria, La., 
would be at Lake Charles Memorial Hospital by 
4a. m., June 28, to transport personnel and supplies 
to the stricken area by way of Creole, and cars 
would be there to transport part of the personnel to 
a Coast Guard cutter that would go direct to 
Cameron. Realizing that time would not permit my 
obtaining supplies from anywhere except my own 
hospital, I decided to take emergency supplies from 
Lake Charles Memorial Hospital and to also take 
the 200-bed civil defense emergency hospital into 
the disaster area. 

These supplies, with doctors, nurses, and other 
hospital personnel assembled by the director of 
medical services, left at the scheduled departure 
hour. Roads were inundated, and for miles around 
only fragments of homes remained standing. The 
trip was delayed on several occasions while fallen 
wires and other debris blocking the path were re- 
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moved from the roadway by Army personnel. It was 
necessary to keep a constant lookout for low- 
hanging power lines. After one and one-half hours 
we made our first service stop for some people 
who had survived the storm in boats that had been 
washed ashore. First aid was administered and we 
proceeded in the six Army amphibious trucks to 
Creole which was about central in the devastated 
area, On reaching Creole, we looked for a building 
in which to set up our emergency hospital and to 
use as a supply center, but not a suitable building 
was standing, so we set our base hospital on the 
only high spot in the road with water surrounding 
us. From this point two Army vehicles, with nurses 
and a physician, were dispatched to Grand Chenier, 
and all other trucks were sent to Cameron. Before 
leaving, they radioed for helicopters and trucks to 
come as near the ‘ocation of the hospital as possible 
and evacuate all persons from the area. The opera- 
tion was chiefly one of first aid and evacuation, 
but about 7% were in serious condition. From this 
point on, our only communication system was the 
relaying of messages by incoming helicopters. 

We divided our hospital area into three sections 
for operation. The first part was reserved for 
evacuation, and poles were chopped down to fa- 
cilitate the landing of helicopters. The supplies 
were set up in the middle section and cots were 
spread out as far as possible. Boats unloaded their 
patients in the middle of this area and, after exam- 
ination and treatment, patients were tagged for 
evacuation and any medicaments or injections 
given were indicated on the tags. Those more seri- 
ously in need of hospital care were marked for 
transfer to Lake Charles by helicopter and the re- 
mainder were sent in by motorboats to a point in 
the road to Lake Charles accessible by Army trucks. 
As many as five helicopters would be at the heliport 
of Lake Charles Memorial Hospital at one time. We 
examined, treated, and evacuated over 700 medical 
patients in less than eight hours in the Creole area 
with only about one-half of these patients needing 
further treatment. Of the 370 patients received 
during this eight-hour period at Lake Charles 
Memorial Hospital, more than 200 were received 
at the heliport and every one survived. 

After the expedition left Lake Charles Memorial 
Hospital at 4 a. m. for the disaster area, all super- 
visory personnel were telephoned and they in turn 
notified their employees to report to work and most 
of them were on the job before 5:30 a. m. Patients 
who were able to be discharged were made aware 
of the emergency, their relatives were notified, and 
by 7 a. m. 60 patients had been transferred to their 
homes. Additional cots were set up in various rooms 
of the hospital, the conference room was converted 
into an emergency ward, and the main lobby was 
equipped as the triage section where patients were 
examined, sorted, and assigned. Emergency room 
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record forms were used for processing all patients, 
with the examination, medication, and final disposi- 
tion being indicated thereon. As outpatients were 
treated and discharged, they were transferred by 
ambulance to one of the refuge centers established 
in the city. This relieved congestion and confusion 
in the lobby and administrative wings. The pro- 
cessing of 370 patients in eight hours was a good 
day's work. In approaching an analysis of the effec- 
tiveness of our operation, I think that figure speaks 
for itself. 
Compatibility of Planning with Actual Operation 

With few exceptions, our operation was con- 
istent with planning, and we experienced a mini- 
mum of confusion and disorganization. Our dietary 
department served 623 additional meals during this 
first day of evacuation. Their problems included 
the preparing of a second lunch for all employees 
when a large plate glass window crashed in the 
dining room, spoiling all the food on the steam 
tables. If one point in our preparation was more 
outstanding than others, it was the smooth opera- 
tion of the triage section. The nursing personnel 
were amazed at the orderly operation of this de- 
partment in a private general hospital under emer- 
gency conditions. This center was responsible for 
the continuous evaluation of the potential treatment 
that could be given and of the supplies available, and 
for the changing of category of patients from or to 
the delayed service group. It was the exponent of 
the medical service in planning the best for the 
most. 

Having tested our plan in a natural disaster and 
making the necessary refinements in the program, 
the logical development is to consider its applica- 
tion in case of a nuclear invasion. Assuming there 
would be 16 million patients and only 1,500,000 
hospital beds remaining, the problems of the physi- 
cian and hospital administrator would be almost 
inconceivable—but this is another story. In closing, 
I would like to emphasize the medical relationships 
that prevailed during hurricane Audrey. When the 
Calcasieu Parish Medical Society voted not to 
charge the hurricane victims for their services, I 
was determined that nothing should happen to 
destroy the doctor-patient relationships established. 
On the bills for service to refugees at my hospital 
all laboratory and x-ray fees were cancelled, the 
doctors from these departments and the hospital 
each making his contribution so that the desire of 
the medical society to give 100% free service was 
realized. I appreciated the manner in which the 
American Red Cross cooperated in the payment of 
hospital bills—accepting responsibility for all those 
unable to pay, and they also paid for the supplies 
taken from my hospital and sent to Cameron and 
Creole, as well as the meals served to the refugees. 
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To me, hurricane Audrey brought out a manifes- 
tation of the hidden qualities in most of us. It was 
demonstrated by the donating of services, money, 
and materials. It was a characteristic shared by 
the medical profession whose donation of services 
and medical supplies was an outstanding gift to the 


The subject of medical preparedness in disaster 
is vital and timely, for the 1esponsibilitv of the 
individual physician as well as organized medicine 
within the community is the care of the ill and 
injured, whether the disaster is caused by man- 
made devices or by the forces of nature. There is 
only one resource of competent organized medical 
assistance at the local level for any disaster—the 
county or parish medical society. At a recent meet- 
ing in Atlanta, the chairman of the medical pre- 
paredness committee of one of our southern state 
medical associations made the statement that the 
title “Civil Defense Administration” should be 
changed to “Natural Disaster Administration.” Simi- 
lar sentiments have been voiced and published by 
members of the medical profession in recent vears. 
What is implied in these articles and pronounce- 
ments, of course, is that the federal government 
should assume the full responsibility in the field of 
natural disaster through the civil defense adminis- 
tration, and that private resources and concepts of 
self-help and neighbor-helping-neighbor are im- 
practical and ineffective. Do we really want our 
government to assume the burdens of natural dis- 
aster in this nation? Certainly such suggestions 
from members of the medical profession, a pro- 
fession which has consistently opposed government 
encroachment upon the lives and affairs of the 
American community, sound paradoxical to say the 


least. 
There is no conflict or confusion concerning the 
roles of the Federal Civil Defense Administration 
and the Red Cross at the national level. Obviously, 
in a man-caused disaster, the problems would be 
of such magnitude that only the federal govern- 
. ment could cope with them. The Federal Civil 
Defense Administration was established in 195] as 

the government agency which will cope with such 

problems. As in previous wars, the Red Cross will 

again serve as a resource to the federal govern- 

ment to carry out such roles as are appropriate and 

yet maintain its special, unique organizational in- 

tegrity to fulfill the special responsibility placed 

upon it by the Congress of the United States. 


Southeastern Area Medical Officer, American Red Cross. 
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hurricane victims. During this age when some folks 
talk of the decline of Western civilization, it is 
refreshing to learn from the research brochures of 
the National Academy of Science that the altruistic 
pattern displayed during hurricane Audrey’ is 
prevalent in all disaster areas of this country. 


FOR DISASTER 


The American Red Cross has functioned as the 
nation’s volunteer disaster relief agency since the 
Michigan forest fires in 1881. The organization was 
given an official mandate in this field by Act of 
Congress in 1905. The basic philosophy of the 
American Red Cross disaster relief program is 
predicated on the thesis that people want to do all 
that is within their power to help themselves to 
recover from the effects of disaster and thereby 
retain their independence and _ self-respect. The 
first responsibility is for the family unit, within its 
capacity, to meet as much of its own disaster- 
caused needs as possible. Then, the American peo- 
ple, through the Red Cross, bridge the gap between 
what the families need as a result of the disaster, 
and what they can do for themselves by providing 
supplementary assistance which will enable the 
family to regain self-sufficiency. In so doing, all 
existing resources, public and private, federal, state, 
and local, are utilized. In disaster rehabilitation, 
the Red Cross uses the techniques of family case 
work and the skills of an experienced disaster staff 
in accomplishing this purpose. 

Congress, in authorizing federal assistance in 
major disasters, provided for the closest coopera- 
tion with the American National Red Cross. Public 
Law 875 spells out the essential difference between 
disaster relief provided by the Red Cross with 
voluntarily contributed funds, and that provided 
by agencies of the government operating with 
appropriated funds. The Red Cross and govern- 
ment together in natural disaster provide for 
meeting the needs of disaster-stricken communi- 
ties. The task of the Red Cross is to help the 
individuals who need immediate shelter, food, 
clothing, and medical care, and to develop and 
implement a family rehabilitation plan to help 
disaster-affected individuals back to normal exis- 
tence. It deals with human needs. The task of 
government is directed primarily to the restoration 
of public works, rebuilding bridges, repairing roads, 
and restoring other public property (table 1). 

In the field of disaster relief then, the American 
National Red Cross has both a legal and moral 
mandate that it has neither the power, nor the 
right, to surrender. So far as we know, there is no 
thought or desire on the part of the responsible 
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officials of our government to create a “Natural 
Disaster Administration” as such. Through its first 
75 years, the Red Cross participated in 6,000 dis- 
aster relief operations in this country, giving 
assistance at the cost of more than 200 million 


TaBLeE 1.—Interrelated Red Cross and Governmental 
Responsibilities in Disaster 


Red Cross Responsibility 

Relief of persons in need as re- 

sult of disaster (financed by Red lie health and welfare, and main 

Cross from voluntary contribu- tenance and repair of publie prop- 

tions) erty (financed by public agencies 

Red Cross provides from tax funds) 

A. Emergency assistance for dis- Governmental agencies provide 
aster sufferers on mass care A. Emergency community serv 
basis ices 

1. Food: canteen service and . Police services within dev 
other facilities for feeding astated zones and _ traffic 
of homeless persons and controls, law, and order in 
volunteer workers the disaster area 

2. Shelter: temporary shelter . Safeguards for publie health 
for numbers of persons and sanitation; i. e., water 
made homeless; referral supply, sewage, facilities 
serviee for individual fam- for the control and care of 
ily lodging when available communicable diseases 

3. Medical aid: first aid, nurs- Special police and fire pro- 
ing, and medical care to tection for the disaster area 
supplement local resources and for shelters and relief 

4. Clothing: distribution from stations 


Governmental Responsibility 
Protection of life, property, pub 


“ 


emergency relief stations 4. Identification and care of 
B. Emergency services on indi- the dead, including tempo 
vidual family basis Tary morgues 
1. Welfare information serv- 5. Designation of hazardous 
ices on survivors and on buildings and areas 
those injured, ill, hospital- B. Usual community welfare serv- 
ized, or dead ices for dependent persons 
2. Emergency orders for food, 1. Institutional care for the 
clothing, rent, bedding, and aged, sick, orphaned, and 
similar essentials to enable other dependents 
families to maintain them- 2. Public assistance grants to 
selves indigent persons; i. e., OAA, 
C. Rehabilitation of families ADC, aid to the blind, vo- 


cational rehabilitation, gen 
eral and home relief 
Restoration of community 
1. Repair of sewage and water 
systems and of streets and 
highways 


. 1. Casework services 
2. Food, clothing, and other 
maintenance until normal 
sources of family support 
are restored 
. Building and repair of own- 
er-occupied homes 2. Removal of debris from 
. Essential household furn- publie property 
ishings 3. Restoration of publie trans- 
Medical and nursing eare portation and communica- 
tion facilities 
. Occupational supplies and 
equipment to restore family 4. Repair of public buildings; 
self-support i. e., schools, hospitals 
5. Salvage of unclaimed prop- 
erty 


- 


dollars. It should be emphasized that all Red Cross 
assistance is an outright gift of the American peo- 
ple, and is never repaid. 

It must be emphasized that the vast majority of 
work on these operations was done by Red Cross 
volunteers without compensation. In addition, much 
material assistance was donated through 3,703 Red 
Cross chapters which serve every geographical 
subdivision in this nation. 


Red Cross—Civil Defense in Hurricane Audrey 


In hurricane Audrey, one finds a good example 
of what I have stated. Immediately upon learning 
that a hurricane threatened the Louisiana coast, the 
local chapters of the Red Cross and the local offices 
of civil defense for the parishes went into action in 
accordance with prearranged plans with utilization 
of all local resources. Rescue operations were un- 
dertaken by civil defense, utilizing resources from 


the. armed forces, the’ National Guard, the Civil 
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Air Patrol, and the Coast Guard. The Red Cross 
chapters immediately began preparing and opening 
shelters. Food and clothing for the evacuees be- 
came the responsibility of the Red Cross, as did the 
recruitment of additional nurses, the procurement 
of additional medical supplies, the setting up of 
first-aid stations in the area, and the feeding of the 
rescue workers themselves. Civil defense found 
itself faced with the problems of traffic control, 
communications, guarding against looting, and the 
enormous public health problems existing in the 
area. 

In short, civil defense had to assist a parish gov- 
ernment to get back on its feet. The Red Cross had 
to help the individual family to regain a productive 
place in society. Even within the past few weeks, 
Red Cross was still building homes, replacing 
destroyed furniture and clothing, and giving the 
families of Cameron, Creole, and Grand Chenier 
the things they needed to pick up the place of 
responsibility in the community they had lost last 
June. Civil defense was still working with the 
agencies of government to repair roads and bridges, 
rebuild schools, and restore public property in 
general. 

Two Red Cross staff nurses were in Lake 
Charles when the disaster occurred. One of these 
worked with the chapter disaster committee in the 
early hours of the disaster in providing medical 
and nursing supplies and nursing personnel in 
shelters. The other worked with the medical and 
nursing teams evacuating the ill and injured out of 
the affected area. An additional nurse was sent 
into the Sabine Pass, Texas, area to assist with 
medical and nursing problems there. 


TABLE 2.—Some of the Major Disaster Relief Operations in 
Red Cross History 


Red Cross 


=e. Disaster Expenditures 

1906 San Francisco earthquake and fire 3,100,000 
1925 Missouri-Illinois-Indiana tormado 3,300,000 
1926 Southern Florida hurricane ...........--ceeeeeeeee 4,500,000 
1927 Mississippi Valley flood ..........ccccccccccccccees 17,000,000 
1937 Ohio-Mississippi Valley floods 25,600,000 
1948 Central and Western Washington 

1951 Kansas-Missouri-Oklahoma-Illinois flood ......... 14,400,000 
1955 Hasterm States 18,400,000 
1957 Eastern Kentucky, Virginia, West Virginia floods 3,900,000 
1957 Southwestern Louisiana hurricane ................ 2,700,000 


I arrived in Lake Charles approximately 12 hours 
after the hurricane hit and immediately contacted 
Dr. Knapp and Mr. Hinsley (see pages 1210 and 
1213). This was the beginning of daily contacts 
concerning the multitude of problems on medical 
and nursing coverage of shelters and first-aid sta- 
tions, medical problems in isolated communities 
in the parish, additional nursing personnel, and 
additional medical supplies. I also had daily meet- 
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ings with the parish health officer. The Red Cross 
medical and nursing staff were able to give him 
assistance in inoculating the people in the stricken 
area against typhoid, as well as assistance on public 
health problems in isolated areas. 


Taste 3.—Medical and Nursing Aid Subcommittee 
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Mobile volunteer first-aid teams directed by staft 
first-aid men were stationed in all isolated areas 
during the emergency period. 

Of course the emergency period is but a small 
part of a disaster operation in terms of monies 


> of Red Cross Chapter Disaster Preparedness Committee 


The medical and nursing aid sube 
receive the medical and nursing 
individual patient care of the ill and injured is a fur 
sicians and that the health protection and sanitatic 
community are official responsibilities of the appropri: 
authorities. Red Cross medical and nursing service are provided to 
nugment existing community resources to uke the necessary care 
available 

a. Subcommittee Organization.—The subcommittee chairman is re 
sponsible for the general direction of Red Cross medical and nursing 
activities and the appointment of subcommittee members. Responsi 
bility for enhsting # specific professional group to assist the subcom 
mittee is delegated to the appropriate committee member by the 
subcommittee chairman. Suggested key membership of the subcom 
mittee includes 


the affected 


(1) Chairman, physician (appointed from chapter medical advisory 
committee) 

(2) Nurse vice-chairman and alternate 

(3) Health officer (or designated representative 

(4) First aid chairman 

(5) Hospital administrator (or representative tre 

Dentist 

(7) Pharmacist 

tb. Duties (and Community Sources of Qualified Personnel and Sup- 

port). 


um hospital couneil) 


Sources of Qualified 


In Disaster For Preparedness Personnel and Support 
Evaluate needs for Evaluate potential AR¢ services blood 
medical, nursing needs for medical program, first aid 
and auxiliary per nursing, and auxili nurse's aide home 
sonnel ary personnel on nursing, (iray Lady, 
Establish and staff basis of hazards re nursing 
first-aid stations and ported by survey Other community 
infirmaries where subcommittee sou 
needed Develop plan for es al 
Determine needs and tablishing first-aid official 
arrange for provi stations including cies, civil det 
sion of emergency mobile ganization 
medical, nursing, medical : tary health 
and hospital sup cure in co-operation National 
plies, including blood with shelter subcom tion for 


tor disaster vietims mittee Paralysis 
Mobilize and assign <Ascertain availability 
medical, nursing, of whole blood and 
and auxiliary per blood derivatives 
sonnel to hospitals, and arrange for pro 
shelters, health or vision in disaster 
wanizations, and for Develop plar with 
home visiting loeal professional 
Review hospital, med groups and health 
ieal, and dental bills agencies for assign 
to determine wheth ment of available 


personnel. Outline 
with Red Cross pol steps for assignment 
icy of chapter-trained 
Obtain supplementary personnel Survey 
vehicles from trans community medical 
portation subcom and health re 
mittee to move ill sources, and main 
and injured, and as 
sign personnel, when 
necessary, to assist 
Supervise sanitary fa 
cilities in mass shel 
ters, first aid. and 
feeding stations, 


er fees are consistent 


tuin current lists of 
facilities (hospitals, 
infirmaries, nursing 
homes) and person 
nel available for 
assignment (physi 


and other Red Cross cians, dentists, nur 
installations in co ses, technicians) 
operation with Formulate under 


health department 


standing with local 
hospitals (or asso 
ciation) regarding 
basis of care tor ill 
and injured in ae 
cordance with Red 
Cross policies 


\secertain existing 
community resources 
ar transportatior 
‘ il and injured 
and evaluate § ade 
quacy in disaster 
emergency 
Plan with health de 
partment tor super 
vision of sanitary 
facilities in Red 
Cross installations 
Interpret the subcom 
mittee’s plans to 
professional and 
health groups in the 
community and pro 
de necessary trait 
ing 
c. Procedures When Disaster Strikes..-The medical and nursing sub 
committee is responsible for mobilizing and co-ordinating Red Cross 
medical and nursing activities to help meet immediate needs. First 
steps include: 
1) Establishing and staffing first aid stations 
(2) Assigning medical and nursing personnel where needed, including 
shelters 
(3) Securing information on hospitalized patients 
(4) Providing emergency medical supplies, including whole blood and 
biood derivatives 
tance may also include arranging for the services of trained 
iteers such as volunteer nurse's aides and Gray Ladies in hospitals 
ind in Red Cross emergency installations. When there has been heavy 
loss of life, it may he necessary to assign nurses and trained volun 
teers to morgues for helpful services to relatives arriving to identify 
ind claim the dead 


d. How To Get Organized. 
(1) The chairman meets with the chapter medical advisory commit 
tee (or medical society if no advisory committee has been ap 
pointed), the health officer, and representatives from local hos 
pitals, dental, nursing, and druggist associations. The chairman 
appoints members of the subcommittee (nurse members are 
recommended by the nursing service committee 
The nurse vice chairman enlists support from the chapter 
nursing services committee and appropriate nurse representatives 
from professional nursing groups, public health nursing agencies, 
and institutions to assume responsibilities for specific activities 
See ARC 16h40E, Handbook for Physicians and Nurses, Disaster 
Preparedness and Relief.) 
In cooperation with representatives from the interested health 
groups, review available resources and develop a plan of opera 
tion 
The subcommittee members reeruit qualified personnel and assign 
them to specific duties as shown in subparagraph b above 
1) The chairman calls a meeting of the committee to review plans 
tha: have been made and to project additional plans for action 
strikes 
jan o action is prepared and submitted to the dis 
ister chairman. The plan should include a directory of sources 
for reserve personnel, medical supplies, and equipment, with a 
sting ot 
(a) Members ot the subcommittee 
(hb) Hospitals, showing location, bed capacity, and maximum 
expansion 

(c) Projected location of shelters and first aid stations 

(d) Ambulance facilities 

(e) Nearest Red Cross blood center and local blood-collection 
resources 

(f) Sourees for obtaining medical and nursing supplies com 
monly required for first-aid stations and shelters 

(6) When the plan has been approved by the disaster chairman, 
circulate copies among all members of the committee. Ask them 
to post or keep the copy in an accessible place 

(7) Reach advance understandings with official and voluntary health 
agencies, civil defense, hospitals, medical, dental, and nursing 
associations, and druggists for joint participation in disaster 
relief and for orientation and training. (See ARC 140F, Hand 
book tor Physicians and Nurses.) 


Red Cross nurses were assigned to aid stations 
in Creole, Cameron, and Lake Charles, as well as 
in shelters from Abbeville, La., to Orange, Texas. 
In all, 16 American Red Cross national nursing 
personnel, and 350 Red Cross volunteer nurses 
served on this operation. (This latter group gave 
3,000 volunteer hours or the equivalent of 4% 
months of 24-hour duty during the first 242 weeks. ) 


committed. In general, only 15% of the Red Cross 
disaster budget is spent on the emergency phase of 
an operation. The rehabilitation phase accounts 
for about 85% of a disaster budget. During the 
latter phase, Red Cross nurses were assigned 
throughout the area to work with the case workers. 
Every injured or ill person who applied for assis- 
tance was visited. As of this date, over $66,000 
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has been expended by the Red Cross for medical 
and nursing care in hurricane Audrey. The final 
medical and nursing costs will approximate $70,000. 


Red Cross—Medical Society Joint Planning 


The county medical society is the group that is 
literally on the “firing line” when a disaster strikes 
a community. Certainly, measures undertaken 
hurriedly under the pressures of a natural disaster 
cannot be fully effective or economical unless 
there has been good predisaster planning. Each 
person or group near the scene instinctively sup- 
plies the skill or resources they happen to have. 
But too frequently these helpful activities operate 
independently, and confusion, waste, and duplica- 
tion result. These can be avoided only when there 
is a complete predisaster knowledge of resources 
available and an understanding among all individ- 
uals and community groups as to how these re- 
sources can best be applied in a disaster emergency. 
It is only prudent, therefore, that each county 
medical society develop its plan of preparedness 
jointly with the other segments of the community 
while there is time to reinforce spontaneous aid 
with organized effort and responsible leadership. 

In each county in the nation there is a Red Cross 
chapter whose charter obligation it is to prepare 
to take care of the needs of individuals should 
disaster strike the community. In each county in 
the nation, a medical society exists, which has the 
health of the individual in the community as its 
basic obligation. The effectiveness of each, of 
course, depends upon the community leadership 
on the one hand and the individual members on 
the other. Something like a century and a half ago, 
Thomas Jefferson declared that “Nature has im- 
planted in our breasts a love of others, a sense of 
duty to them, a moral instinct in short, which 
prompts us irresistibly to feel and succor their 
distresses.” 

Physicians can attest to this. It is the motivation 
behind a man taking up the study of medicine. It 
is the continuing motivation of the practice of medi- 
cine. The American Red Cross began 76 years ago 
as the means for the American public to express 
this instinct. Certainly the community chapter can 
provide the broad community basis for the concept 
of neighbor-helping-neighbor in its daily services. 
In organizing against a time of disaster, the Red 
Cross chapter should have a disaster preparedness 
plan to harness all existing and potential resources 
to aid families. Local government, whether or not 
it is coordinated by civil defense, must likewise 
be prepared for its greatly increased role of public 
responsibility when disaster strikes. If a community 
is to be properly prepared for disaster, it must 
have a community preparedness plan (1) that is 
current, (2) that interrelates the specific plans of 
local government and Red Cross, and (3) that 
utilizes properly and fully the skills and abilities 
of all organizations, such as the county medical 
society. 
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When the forces of nature kill, injure, and 
destroy, the county medical society automatically 
has a key role of responsibility. It should have 
disaster preparedness plans, but they should not 
be made separately. They should be an integrated 
part of the total community disaster plan. This is 
of prime importance if the individuals and families 
devastated by disaster are to receive prompt and 
efficient care. 

I should like to propose for your consideration 
a plan for a medical disaster preparedness com- 
mittee which we have found to be workable. First 
of all, your key membership should include (1) 
a chairman, a physician appointed by the county 
medical society; (2) a nurse vice-chairman, ap- 
pointed by the local nursing association; (3) the 
health officer or delegated representative; (4) the 
Red Cross first aid chairman; (5) a hospital admin- 
istrator, preferably a representative appointed by 
the hospital council; (6) a dentist, appointed by 
the county dental society; and (7) a pharmacist. 
Certainly this plan would fit even the smallest of 
communities and is the minimum essential for ade- 
quate medical preparedness. 

Let me suggest that you contact your Red Cross 
chapter and your city government to see what 
planning has been done. Perhaps you can provide 
the spark your community needs to develop its 
disaster planning. Let me assure you that the full 
resources of the national Red Cross organization 
and its 76 years of experience in this field are avail- 
able to you and your community for this planning. 


SECOND ALCOHOLISM INSTITUTE 


Some 200 physicians, nurses, and others con- 
cerned with treatment of alcoholics gathered at 
the state research hospital in Galesburg, IL, Jan. 
29, for the second A. M. A. Institute on Alcoholism. 
A forum comprised of Illinois Public Welfare Di- 
rector Otto L. Bettag and members of the A. M. A. 
Committee on Alcoholism discussed sociology, 
pharmacology, psychotherapy, medical treatment, 
and a doctor's over-all role—as these factors relate 
to the alcoholic. Comments included: 

Dr. Bettag: “How can we measure ihe loss in 
potential creativity and productivity, here in Ili- 
nois, attributable to an estimated 333,450 alcoholics? 
One is reluctant to point out that the care of alco- 
holic patients in our state mental hospitals is costing 
Illinois taxpayers approximately two million dol- 
lars a year. Alcoholism’s greatest cost is the mount- 
ing mortgage of misery it places upon our society.” 

Dr. Selden D. Bacon, professor of sociology at 
Yale University (as he was unable to attend the 
session, his paper was read by Alfred Slicer, di- 
rector of the Illinois Division of Alcoholism): “The 
fact that many unhappy, neurotic, or maladjusted 
persons use alcohol beverages and do not become 
alcoholics suggests that an etiology more specific 
than the commonly ascribed psychological anomaly 
or maladjustment must be sought.” 
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Dr. Harold E. Himwich, research director of the 
hospital at Galesburg: “A mild degree of cortical 
depression (effected by alcohol) serves as the re- 
lief from the cares of the day and secures relaxa- 
tion before dinner. It is not alcohol but the way 
that we use it that determines its value to us.” 

Dr. Jackson A. Smith, professor of neurology and 
psychiatry at the University of Nebraska College 
of Medicine: “Psychotherapy as applied to the 
chronic alcoholic is an attempt to encourage the 
patient to express anger and, thus, to prevent its 
accumulating and leading to increased tension, 
anxiety, and another bout.” 

Dr. Robert Fleming, staff psychiatrist at New 
England Deaconess Hospital: “The role of the 
doctor in alcoholism is to strive for total abstinence 
in the patient. There is no therapeutic middle 
ground.” 

Dr. Marvin A. Block, assistant clinical professor 
of medicine at the University of Buffalo, and chair- 
man of the A. M. A. Committee: “In the chronic 
alcoholic, we are dealing not only with a sick in- 
dividual but with that individual in relation to his 
environment. The family physician is the best case- 
finder of alcoholism. He has in the alcoholic a chal- 
lenge from which he cannot retreat.” 

Referring to personal drinking habits as related 
in the autobiography of 84-year-old Sir Winston 
Churchill, Dr. Bettag asked his fellow panel mem- 
bers whether they considered Churchill an alco- 
holic. Dr. Block replied that only the reason for 
drinking, and not the amount of alcohol consumed, 
could determine this. Dr. Smith’s wry response was: 
“It might take awhile, but alcohol will finally get 
Churchill.” 

The first A. M. A. Institute on Alcoholism was 
held last fall in San Francisco. It’s next meeting 
probably will be held in a Southern state, in Sep- 
tember or October, according to Dr. Block. The 
Illinois session was co-sponsored by the Illinois 
Department of Public Welfare, University of Illi- 
nois College of Medicine, Illinois State Medical So- 
ciety, Knox County Medical Society, McDonough 
County Medical Society, Peoria Medical Society, 
Peoria Mental Hygiene Clinic, and the Galesburg 
Academy of Medicine. 


NEW RADIO HEALTH SERIES 


To give communities a monthly report on the 
newest and best in medicine, the American Medi- 
cal Association is introducing its new radio tran- 
scription series—“Health Magazine of the Air’— 
which is based on current items from Today's 
Health magazine. The new 15-minute | series 


features H. V. Kaltenborn, veteran newscaster, and 
Dr. W. W. Bauer, Director of the A. M. A. Bureau 
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of Health Education. The programs are produced 
by the Marshall Organization, Inc., under the 
direction of the Bureau. 

Seasonal health announcements—three 15-second; 
three 30-second; and two one-minute spots—will be 
presented on the reverse side of the platters. These 
spots will be given by popular movie personalities 
who contribute their time as a public service. 

First shipment of the new transcriptions will be 
made to about 400 radio stations throughout the 
United States in February. The platters will be re- 
leased about the fifth day of each month from 
February through December, 1958, for immediate 
broadcast. Although the present selection of stations 
has been based on those previously airing A. M. A. 
radio transcriptions, local medica] societies may 
contact the Bureau of Health Education for further 
information regarding additional outlets. 


CONFERENCE ON PERINATAL MORTALITY 


The Committee on Maternal and Child Care of 
the Council on Medical Service will meet March 
22-23 in Chicago. The second day of this meeting 
will be a joint conference with North Central area 
physicians interested in problems concerning 
perinatal mortality and morbidity. This will be the 
second regional meeting on this subject. Repre- 
sentatives of state and local medical society com- 
mittees, state and local health departments, and 
individual hospitals from the following states have 
been invited: Illinois, Indiana, Iowa, Kansas, 
Kentucky, Michigan, Minnesota, Missouri, Ne- 
braska, North and South Dakota, and Wisconsin. 
The Committee is working toward the development 
of a “Guide for Study of Perinatal Mortality and 
Morbidity” as an appropriate sequel to its 1957 
publication, “Guide for Maternal Death Studies.” 


COUNCIL ON INDUSTRIAL HEALTH 


Immunization, medical guidance, and health edu- 
cation—as they all relate to occupational activities 
—were among topics considered by the A. M. A. 
Council on Industrial Health, in Milwaukee, last 
Jan. 25. The meeting preceded a Council-spon- 
sored Annual Congress on Industrial Health. 
Among other actions, the Council: 

—Voted that its Committee on Industrial Health 
Defense, headed by Dr. Norvin C. Kiefer of New 
York City, work with the A. M. A. Committee on 
Civil Defense to develop a plan for immunization, 
particularly in emergencies. 

—Recommended to the Board of Trustees that 
an ad hoc committee be established to prepare a 
guide for medical programs for construction proj- 
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ects. This guide would consider any special work- 
ing conditions that require supplementation to the 
Council’s already-established “Scope, Objectives 
and Functions of Occupational Health Programs.” 

—Heard a final report of its Committee on Health 
Education in Industry which, since last April 10, 
had been assigned the task of surveying industrial 
health education programs throughout the nation. 
Chairman Arthur K. Peterson reported that studies 
of state and community programs indicated that 
“since it would require millions of dollars to fur- 
nish health education material to tens of millions 
of workers, the Committee feels this problem is too 
large for the American Medical Association to con- 
duct.” Instead, he recommended that organized 
medicine pursue this function in cooperation with 
voluntary health associations, insurance and other 
private companies, and agencies at every level of 
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government—all of which now make “a tremendous 
amount of health education materials available to 
industry.” 


MEETING ON THE AGED 


A regional meeting of the A. M. A. Committee 
on Aging will be held March 29-30 in Birmingham, 
Ala. Representatives of the state medical associa- 
tions of Alabama, Arkansas, Florida, Georgia, Ken- 
tucky, Louisiana, Mississippi, North and South 
Carolina, and Tennessee have been invited to 
attend the conference sponsored by the Council on 
Medical Service. This meeting will be similar to 
those held previously in Seattle, Dallas, and Phila- 
delphia. Proceedings of some of these earlier meet- 
ings have been published and are available on 
request from the Council. 
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POSTGRADUATE COURSES 


Notice of the following postgraduate courses for 
physicians has not previously been published and 
is presented by the Council for information only: 

The University of Washington School of Medi- 
cine, Seattle 5, will present a one-day 6-hour post- 
graduate course without fee on March 29, 1958, 
Pathogenesis and Treatment of Edema and Hyper- 
tension. Educational methods include lectures, 
panel discussions, and case presentation. Inquiries 
should be addressed to the Division of Postgraduate 
Medical Education of the school. 

A three-day postgraduate course, Clinical Physi- 
cal Medicine, has been scheduled for May 5-7 by 
the Office of Postgraduate Medical Education of 
the University of Colorado School of Medicine, 
Denver 20. 

The University of Maryland Department of 
Zoology, College Park, Md., has scheduled the 
Summer Institute of Acarology for June 23-Aug. 1, 
1958. This lecture and laboratory work course pro- 
vides opportunity to study mites and ticks, with 
special emphasis on the transmission of diseases, 
for parasitologists, entomologists, and other ad- 
vanced students in biology. The fee will be $49 for 
3 weeks or $79 for 6 weeks. 

An intermittent course for one and one-half 
hours each Thursday evening for three weeks on 
Cancer Detection will begin June 5, 1958, at the 


Memorial Center for Cancer and Allied Diseases, 
444 E. 68th St.. New York. The lecture and dis- 
cussion period course is sponsored at no fee by the 
New York County Academy of General Practice. 
Inquiries should be addressed to Dr. Joseph A. 
Pincus, Registrar of the Academy, 140 W. 58th 
St., New York 19. 

On June 20-21, 1958, a postgraduate course for 
physicians and coaches on athletic injuries will be 
offered in Eugene, Ore., with sponsorship by the 
University of Oregon Medical School and the Lane 
County Medical Society. The 2-day 14-hour lecture, 
demonstration, and question-period course, with 
use of visual aids, will take place in Room 102, 
Education Building, University of Oregon, Eugene, 
at a fee of $25., of which $5. is a nonrefundable 
advance registration fee that should accompany the 
application. 

The American College of Physicians has sched- 
uled a course, Internal Medicine, for full-time spe- 
cialists, June 16-20 at the University of California 
School of Medicine, San Francisco. Inquiries or 
applications should be made to the Registrar, 
American College of Physicians, 4200 Pine St., 
Philadelphia 4. 

A one-day postgraduate course, Symposium on 
Diuretic and Antihypertensive Drugs, is scheduled 
for March 28, 1958, at the University of Oregon 
Medical School, Portland, without charge to physi- 
cians attending. 
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MEDICAL NEWS 


CALIFORNIA 

Symposium on Cerebral Palsy.—The 1958 Sym- 
posium on Cerebral Palsy will be held March 15 in 
Room 214 Medical Sciences Building, University of 
California Medical Center, San Francisco. Arranged 
by the Medical Advisory Board of the United 
Cerebral Palsy Association of San Francisco, in co- 
operation with Stanford University School of Medi- 
cine and University of California School of 
Medicine and Medical Extension, the symposium 
will be limited to 90 participants. Dr. H. Russell 
Mevers, professor of surgery, State University of 
lowa, School of Medicine, lowa City, and Chester 
A. Swinvard, medical director, Rehabilitation Cen- 
ter, University of Utah, School of Medicine, will 
be guest speakers. Dr. Meyers will discuss “Neuro- 
surgical Measures in Cerebral Palsy,” and Dr. 
Swinyard will speak on the “Neuroanatomic and 
Physiologic Basis of Cerebral Palsy.” Information 
and application forms may be obtained from Dr. 
Sevmour M. Farber, Head, Medical Extension, 
University of California Medical Center, San Fran- 
cisco 22. 


CONNECTICUT 
Cancer Conference in Hartford.—The 11th annual 
Connecticut Cancer Conference for Physicians 
sponsored by the Connecticut State Medical So- 
ciety, American Cancer Society, Connecticut 
Division, and the Connecticut State Department of 
Health, will be held March 19, 12:45 to 4:30 p. m., 
at the Hotel Statler, Hartford. Dr. Robert Shapiro, 
of the Hospital of St. Raphael, New Haven, will 
preside, and Dr. Donald A. Bristoll, president, 
American Cancer Society, Connecticut Division, 
will open the program. “Rectal Bleeding,” a sym- 
posium, will be moderated by Dr. William A. 
Meissner, assistant clinical professor of pathology, 
Harvard Medical School, Boston, and will consider 
medical, radiologic, pathologic, and surgical as- 
pects. Speakers include Drs. Franz J. Ingelfinger, 
associate professor of medicine, Boston University 
School of Medicine; Robert D. Moreton, Fort 
Worth, Texas, clinical associate professor radiology, 
University of Texas School of Medicine; and Wil- 
liam C. Bernstein, clinical associate professor of 
surgery (proctology), University of Minnesota 
Medical School, Minneapolis. An open forum will 
be conducted following the symposium. Dr. 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


Shapiro will present the concluding summary. 
Members of the American Academy of General 
Practice may receive postgraduate credit for at- 
tendance. For information write the Connecticut 
State Medical Society, 160 St. Ronan St., New 
Haven 11, Conn. 


DISTRICT OF COLUMBIA 

Dedicate Washington Hospital Center.—The Wash- 
ington Hospital Center was formally dedicated 
Dec. 1 and will be opened March 10, Built on the 
southwest corner of the Soldiers Home grounds, it 
is a voluntary, nonprofit community hospital which 
represents the merger of three voluntary hospitals: 
the Central Dispensary and Emergency Hospital, 
the Episcopal Eye, Ear and Throat Hospital, and 
the Garfield Memorial Hospital. The center was 
built under an act of Congress, approved Aug. 7, 
1946, “to provide for the establishment of a mod- 
ern, adequate and efficient hospital center in the 


The recently dedicated Washington (D. C.) Hospital 
Center. 


District of Columbia.” The three hospitals received 
$21,700,000 to complete the center, subsequently 
increased by $1,710,000. On 46 acres of land, the 
hospital will contain 800 patient beds and will be 
completely air-conditioned. It has a gross area of 
788,000 square feet and is planned for medical and 
surgical cases, maternity cases, and cases of short- 
term mental illness. It has a “completely equipped” 
emergency department and an outpatient depart- 
ment designed to treat 400 patients a day. In con- 
nection with the hospital is a School of Nursing to 
train a maximum of 300 student nurses at one time. 
Other teaching programs planned for the hospital 
center are schools for laboratory technicians, x-ray 
technicians, and practical training for medical sec- 
retaries. Features of the new hospital are elec- 
trically operated beds, a central sterilizing and 
supply suite, a radioisotope laboratory, a virology 
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laboratory, biological research area, blood bank, 
and “complete facilities” for the diagnosis and 
treatment of patients with visual and hearing de- 
fects. Dr. Warwick T. Brown is the hospital center 
administrator. 


ILLINOIS 
Chicago 


Medical History Lectures.—The Society of Medical 
History of Chicago will meet in an open session at 
the Institute of Medicine March 12, 8:00 p. m. 
Dr. André Barbeau, department of medicine (neu- 
rology), University of Chicago, will present “History 
of Involuntary Movement.” Dr. Joseph H. Kiefer, 
head, division of urology, University of Illinois, will 
speak on “Uroscopy—The Clinical Laboratory of 
the Past.” Information may be obtained from Dr. 
Leo M. Zimmerman, Secretary, Society of Medical 
History of Chicago, 55 E. Washington St., Chi- 
cago 2. 


Diabetes Study Program.—A training program for 
the study and treatment of diabetes is currently 
underway at Chicago Medical School under the 
direction of Dr. Piero P. Foa, professor of physi- 
ology. The program has been made possible by a 
grant of $10,622 from the U. S. Public Health Serv- 
ice. It is for a five-year term and includes a salary 
for the doctor in training. Dr. Giuseppe D’Amico, 
an internist and member of the staff of the depart- 
ment of medicine of the University of Milan is 
taking the special work. In 1956 he was awarded 
the “S. Pellegrino Fellowship in Medicine” and last 
year passed his Board of Internal Medicine ex- 
amination. 


Dustfall in Chicago.—The Armour Research Foun- 
dation of the Illinois Institute of Technology main- 
tains some 25 stations throughout the city for the 
determination of the amount and chemical analysis 
of the dustfall. In its report for December, 1957, 
the average total dustfall at these stations, includ- 
ing the Loop, was 66.1 tons per square mile per 
month of 30 days and of this amount 37.7 tons 
were water insoluble constituents and 28.4 tons 
water soluble constituents. “The Loop average” 
total dustfall was 249.9 tons per square mile. The 
least amount of dustfall at any of these stations 
was 24.7 tons per square mile at a station in a far 
northwestern section of the city. 


Conference on Alcoholism.—An all-day conference 
on alcoholism in industry will be held March 11 
at the La Salle Hotel. The sessions, aimed at pre- 
senting specific information on how the incidence 
of alcoholism in industry can be reduced, are 
sponsored by the Chicago Committee on Alcohol- 
ism and the Chicago Association of Commerce and 
Industry. The theme will be “Saving Men and 
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Money: How Industry Profits from Helping the 
Industrial Alcoholic.” Industrial executives and a 
national representative of the AFL-CIO will par- 
ticipate. The morning conference session will pre- 
sent current information about treatment, with Dr. 
Melvin M. Chertack, clinic consultant, Chicago 
Committee on Alcoholism, speaking on “Medical 
Aspects of Treating the Alcoholic,” and Dr. Patrick 
L. Israel, psychiatric director of the clinic for 
alcoholics operated by the committee, discussing 
“Psychiatric Aspects of Treatment.” In the after- 
noon, Arnold J. Kuhn, Ph.D., executive director of 
the committee, will discuss ways in which this or- 
ganization can aid companies in developing their 
programs. For information and reservations write 
the Chicago Committee on Alcoholism, 46 E. Su- 
perior St., Chicago 11. 


LOUISIANA 


Dr. DeBakey to Give Annual Matas Lecture.—The 
llth annual Rudolph Matas Lecture, sponsored 
by the Beta Iota Chapter of Nu Sigma Nu at 
Tulane School of Medicine, will be delivered 
March 14, 4 p. m., in the Hutchinson Memorial 
Auditorium of the Medical School by Dr. Michael 
E. DeBakey, chairman, department of surgery, 
Baylor University College of Medicine, Houston. 
Dr. DeBakey’s topic is “Changing Concepts in the 
Surgery of Aortic and Arterial Diseases.” 


MASSACHUSETTS 


Annual Dunham Lectures.—The 1958 Dunham 
Lectures will be delivered at the Harvard Medical 
School, Boston, by Dr. Joseph Stanley Mitchell, 
regius professor of physic, University of Cambridge, 
and director, Radiotherapeutic Centre in Adden- 
brooke’s Hospital, Cambridge, England, on March 
10-13. Dr. Mitchell’s general topic will be “Studies 
in Radiotherapeutics.” Each lecture will begin at 
5 p. m., scheduled as follows: 
March 10—“Mechanisms of the Therapeutic Actions of 
Ionizing Radiations.” 
March 12—“Laboratory and Clinical Investigations of 
Radio-Sensitizers.” 
March 13—“Some Investigations of Practical Interest.” 
The lectureship honors the memory of Dr. Edward 
K. Dunham, a graduate of the Harvard Medical 
School in 1886. Its purpose is the promotion of “the 
bonds of fellowship and understanding between 
students and investigators in this and foreign coun- 
tries.” Lecturers are selected from investigators and 
teachers in the medical isciences. 


Alumni Dinner Meeting.—The Tufts Medical Alum- 
ni Association will hold its annual dinner meeting 
March 26, 6:30 p. m., at the Somerset Hotel, Bos- 
ton. The guest speaker will be Gilbert Cant, medi- 
cine editor of Time magazine, who will talk on 
the current changes in the relationship between the 
medical profession and the lay press, and the im- 
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pact of these changes on patient-doctor relation- 
ships. The 25-year class, M’33, will hold its reunion 
and Dr. Joseph B. Kirsner, M’33, professor of 
medicine at the University of Chicago, will speak 
for the class. President Nils Y. Wessell, Ph.D., of 
Tufts University, and Dr. Joseph M. Hayman Jr., 
dean, Tufts Medical School, will make reports. For 
information write Dr. Harry Blotner, Tufts Univer- 
sity School of Medicine, 136 Harrison Ave., 
Boston 11. 


Personal.—Dr. James L. Tullis, Brookline, associate 
director of the Protein Foundation, Inc., has re- 
ceived a plaque for “outstanding glycerine research 
in 1957” from the Glycerine Producers Association. 
Dr. Tullis, who also received a cash award of $1,000, 
developed “a practical method for the long-term 
preservation of red blood cells at temperatures of 
-80° C and -120° C, using a 40% glycerine solu- 
tion."——Dr. F. Floyd Mussells, executive director, 
Philadelphia General Hospital, has been appointed 
director of Peter Bent Brigham Hospital, Boston, 
and will assume his new duties on June 15. Dr. 
Mussells succeeds Dr. Norbert A. Wilhelm, 
who retired last June following 25 years with the 
hospital. Dr. Victoria L. M. Cass, associate director, 
is serving as acting director during the interim.—— 
Dr. Martha M. Eliot, chairman, department of 
maternal and child health, Harvard School of 
Public Health, Boston, received an honorary doc- 
tor of science degree from Wayne State University, 
Detroit, Jan. 28. 


MONTANA 

Rehabilitation Association Organized.—The Mon- 
tana Association for Rehabilitation was organized in 
Helena during January “to foster rehabilitation 
activities in Montana.” Its membership is composed 
of interested laymen and professional persons con- 
cerned with rehabilitation problems. Dr. Howard 
N. Clemmons, Butte, was named president at the 
organizationa! meeting; Dr. Jess T. Schwidde, Bill- 
ings, president-elect, Allen Myers, Billings, vice- 
president; Jack C. Carver, Helena, secretary; and 
Anna T. Beckwith, Helena, treasurer. Drs. John 
K. Colman, Butte, and Louis W. Allard, Billings, 
were named directors-at-large. 


NEBRASKA 
Annual Regional Meeting of Physicians.—The 12th 
annual regional meeting for Nebraska of the Ameri- 
can College of Physicians will be held March 15 
at the Cornhusker Hotel, Lincoln. Dr. Richard A. 
Kern, president of the college, Philadelphia, will 
be guest speaker at the banquet, presenting “Per- 
sonal Observations in the Near and Middle East.” 
The Nebraska Heart Association will present their 
scientific program in the morning starting at 9 a. m. 
Sessions in the afternoon will include the following: 


MEDICAL NEWS 1225 


Pain in the Neck aid Shoulder, Dr. Harold N. Neu, pro- 
fessor of medicine, Creighton University School of Medi- 
cine, Omaha. 

Cardiac Calcifications, Dr. Clarence K. Elliott, clinical assist- 
ant professor of medicine, University of Nebraska College 
of Medicine, Omaha. 

Agammaglobulinemia, Hodgkins Disease and Hyperspleen- 
ism, Dr. Robert L. Grissom, professsor of medicine, and 
Dr. Peyton T. Pratt, assistant professor of medicine, Uni- 
versity of Nebraska College of Medicine. 

Practical Tests of Pulmonary Function, Dr. Jerome Ritter, 
clinical associate professor of medicine, University of 
Nebraska College of Medicine. 

Management of Cardiac Arrhythmias, Dr. Otto A. Wurl, 
assistant professor of medicine, Creighton University 
School of Medicine. 

Isotopes as Diagnostic Aids, Dr. Richard E. Ogborn, di- 
rector, Isotope Laboratory, Veterans Administration Hos- 
pital, Omaha. 


For information write the American College of 
Physicians, 4200 Pine St., Philadelphia 4. 


NEW JERSEY 

Fund for Pharmacology Department at Seton 
Hall.—A contribution of $100,000 by Merck & Co., 
Rahway, to help found the Seton Hall College of 
Medicine and Dentistry has been announced. The 
gift was designated to provide facilities and equip- 
ment for the laboratories and offices of the pharma- 
cology department. This gift is a contribution to 
the $9,700,000 Founders’ Fund campaign to cover 
the cost of reconstructing and equipping facilities 
for New Jersey's first college of medicine and 
dentistry. Of this total, $5,300,000 will be used to 
pay for the equipment purchased and the renova- 
tions made at the Jersey City Medical Center site. 
The remainder will be used to maintain the new 
medical and dental school until the first class 
graduates in 1960. About $3,000,000 has already 
been raised toward the Founders’ Fund goal. 


Personal.—Dr. Joseph H. Fobes, Montclair, has been 
appointed part-time supervisor of medical educa- 
tion at the Harrison S. Martland Medical Center, 
Newark. His duties are to procure applicants for 
training as interns and residents and to organize a 
teaching program for them. He is also part-time 
director of the department of graduate surgical 
training at the New York Medical College, Flower 
and Fifth Avenue Hospitals, New York City.——The 
council of the American Pharmaceutical Association 
has elected Dr. Charles L. Brown, dean of the Col- 
lege of Medicine, Seton Hall College of Medicine 
and Dentistry, Jersey City, as a member of the Com- 
mittee on National Formularly for a five-year term, 
succeeding Dr. Harvey B. Haag, who has been a 
member for 15 years and who asked to be relieved 
of this assignment.——Dr. John J. Thorpe, of Red 
Bank, has been appointed associate medical direc- 
tor of Esso Standard Oil Company. 
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NEW YORK 
New York City 


Schoenbach Memorial Lecture.—The sixth annual 
Emanuel B. Schoenbach Memorial Lecture will be 
delivered in the solarium of the Maimonides Hos- 
pital of Brooklyn April 24, 4:30 p. m. The guest 
speaker, Dr. Lewis Thomas, chairman, department 
of pathology, New York University College of 
Medicine, will talk on “Role of Hypersensitivity in 
Tissue Damage and Disease.” 


Establish Division of Neuromuscular Diseases.— 
New York University—Bellevue Medical Center and 
the national headquarters of Sister Elizabeth 
Kenny Foundation have joined forces to initiate a 
program for the investigation, treatment, and re- 
habilitation of Parkinsonism and related neuro- 
muscular disorders. A division of neuromuscular 
diseases and a professorship of research surgery in 
the department of surgery at the University Post- 
Graduate Medical School have been established to 
carry out the program through a pledge of $1,250,- 
000 from the Sister Elizabeth Kenny Foundation 
and its subsidiary, the American Rehabilitation 
Foundation. Dr. Irving S. Cooper will be the first 
incumbent of the professorship and director of the 
division. The chair will be supported by $250,000 
of the total grant. The new division will be for the 
investigation, treatment, and rehabilitation of hy- 
perkinetic diseases and related neuromuscular dis- 
orders. A sum of $1,000,000 will provide for 
construction of the physical facilities of this di- 
vision in the 19-story general hospital whose con- 
struction is scheduled to begin early in 1959 at the 
Medical Center. Active consultants to the division 
will be Dr. Howard A. Rusk, chairman, depart- 
ment of physical medicine and rehabilitation; Dr. 
Walter A. L. Thompson, chairman, department of 
orthopedic surgery; and Dr. S. Bernard Wortis, 
chairman, departments of psychiatry and neurology. 
It is the intent of the grant to provide an interdis- 
ciplinary attack on neuromuscular diseases in which 
investigating teams from several departments will 
cooperate to further the center’s knowledge of 
these diseases and of their treatment. 


OHIO 

Plan New Rehabilitation Center.—The Ohio State 
University Board of Trustees has announced that 
the new Ohio Rehabilitation Center, for which 
Ohio legislative appropriations total $1,015,000, will 
be located adjacent to the east boundary of univer- 
sity property near Perry Street and north of Eighth 
Avenue extended. Federal funds, which include 
Hill-Burton money and National Institute of Health 
grants for research facilities, bring the amount 
available for the new structure to about $1,250,000. 
The rehabilitation program, which has been housed 
in the Health Center since its creation in October, 
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1952, now occupies space in the Ohio Tuberculosis 
Hospital. The new center will permit increased 
service to severely disabled persons and provide an 
expanded program of education and research in 
cooperation with the university. A three-member 
board of control directs the rehabilitation program. 
Members are president Novice G. Fawcett of Ohio 
State, the state health director, Dr. Ralph E. 
Dwork, and the public representative on the State 
Industrial Commission, Mr. J. Maynard Dickerson. 
Dr. Ralph E. Worden is the medical director. 


PENNSYLVANIA 


Dr. Crabtree Succeeds Dr. Parran As Dean.—Dr. 
James A. Crabtree, head, department of public 
health service, has been appointed dean of the 
Graduate School of Public Health, University of 
Pittsburgh, succeeding Dr. Thomas Parran, who 
in 1948 organized the graduate school and now 
becomes director of the Avalon Foundation in 
New York. From 1938 until he came to Pittsburgh 
in 1949, Dr. Crabtree served with the U. S. Public 
Health Service, initially as an epidemiologist in the 
National Cancer Institute, and subsequently as 
executive assistant to the Surgeon General. 


Philadelphia 

University News.—The Kappa Pi Chapter of the 
Phi Delta Epsilon Fraternity will hold it’s annual 
Bernard Comroe Memorial Lecture on March 21 
at the University of Pennsylvania Medical School. 
The speaker will be Dr. Howard A. Rusk, of New 
York City, and his topic will be “Health for Peace.” 


Postgraduate Institute and Convention.—The 22nd 
annual Postgraduate Institute of the Philadelphia 
County Medical Society will be held March 18-21 
at the Bellevue-Stratford Hotel. Two panel dis- 
cussions are planned: “Recent Advances in the 
Treatment of Diabetes with Oral Medication,” 
moderated by Dr. Garfield G. Duncan, and “Status 
of Poliomyelitis Vaccine” moderated by Dr. Joseph 

Stokes Jr. The program includes the following pa- 

pers by guest speakers: 

The Malabsorption Syndrome, Dr. David Adlersberg, New 
York City. Advances in Nutrition as Applied to the Prac- 
tice of Medicine, Dr. William H. Sebrell Jr., New York 
City. 

Evaluation of Renal Biopsy, Dr. Alvin E. Parrish, Washing- 
ton, D. C. 

Mechanism of Vascular Headache, Dr. Harold G. Wolff, 
New York City. 

Problem of the Medical Management of Vascular Headache, 
Dr. Bayard T. Horton, Rochester, Minn. 


Dr. Herbert E. Holling, London, England, will 
present “Physiology and Anatomy” the afternoon 
of March 18. Discussions will follow the formal 
presentations, and a clinical pathological confer- 
ence will be held March 20. The meeting is ap- 
proved for credit by the American Academy of 
General Practice. Registration fee is $10 for non- 
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members of the society. For information write Dr. 
Charles W. Wirts, Director, 301 S. 21st St., Phila- 
delphia 3. 


Workshop in Kinesics.—Psycho-linguistics and the 
new field of kinesics will be the subject of a two- 
and-a-half-day workship, sponsored by the depart- 
ment of psychiatry at the Temple University 
Medical Center, March 20-22. The program, which 
will be conducted by Ray L. Birdwhistle, Ph.D., 
and Henry L. Smith Jr., Ph. D., of the University of 
Buffalo, is open to clinicians, researchers, teachers, 
and allied personnel in the mental health field. 
Interested registrants should apply to Dr. Max 
Katz at the Temple University Medical Center. 
Dr. Birdwhistle, founder of kinesics, the study of 
gesture and motion, has been associate professor of 
anthropology at the University of Buffalo since 
September, 1956. He also teaches regularly at the 
University of Pittsburgh and serves as a consultant 
in the research program at Temple University Med- 
ical Center. Dr. Smith is professor of linguistics 
and English, and chairman of the department of 
anthropology and linguistics at the University of 


Buffalo. 


SOUTH CAROLINA 

Dr. Lynch Honored.—Dr. Kenneth M. Lynch, 
president of the Medical College of South Carolina, 
Charleston, has received the Southern Medical 
Association’s Distinguished Service Award. Dr. 
Lynch came to Charleston in 1913 as professor of 
pathology at the Medical College and pathologist 
for Roper Hospital. He became vice-dean of the 
college in 1936, dean in 1944, and president in 
1949. He has been awarded the Gold Medal and 
Research Medal of the American and Southern 
medical associations. Offices he has held include 
secretary of the Pan-American Medical College; 
president, American Society of Clinical Patholo- 
gists; president, American Society of Tropical 
Medicine and Hygiene; and vice-president of the 
American Medical Association, as well as the pres- 
idency of the South Carolina Medical Association. 


TEXAS 

Annual Panhandle District Meeting.—The annual 
meeting of the Panhandle District Medical Society 
(36 counties) will be held in Amarillo March 22. 
Dr. Joseph B. Kirsner, professor of medicine, Uni- 
versity of Chicago School of Medicine, will moder- 
ate a panel discussion on functional problems of 
the colon. Other speakers are: Dr. Ben J. Wilson, 
professor of medicine, Southwestern Medical 
School, Dallas; Dr. Emil G. Holmstrom, chairman, 
department of obstetrics and gynecology, Univer- 
sity of Utah; Dr. Frank E. Whitacre, chairman, 
department of obstetrics and gynecology, Vander- 
bilt; Dr. Walter P. Anthony Jr., otolaryngologist 
from Fort Worth; and Dr. John L. Matthews, pro- 
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fessor of ophthalmology, University of Texas Med- 
ical School, Galveston. There will be a social hour 
in the evening followed by a banquet and enter- 
tainment. On March 23 there will be a golf tourna- 
ment at the Amarillo Country Club. For informa- 
tion write the Panhandle District Medical Society, 
Box 693, Amarillo, Texas. 


GENERAL 

Tuberculosis in the U. $.—The National Tuberculo- 
sis Association reports that there are 55 million 
people in the United States who have been infected 
with the tuberculosis germ and may or may not 
come down with an active case of the disease. 
Reportedly, the statistical odds are that 2,750,000 
of them will break down with active tuberculosis 
sometime during their lives. Presently, about 80,000 
new cases of tuberculosis are reported annually, 
although the death rate from the disease reached 
its all-time low in 1956: 8 deaths for every 100,000 
persons in the U. S. 


Repeat Telecast of “Hemo the Magnificent.”—The 
Bell System Science Series TV program on blood 
and its circulation, “Hemo the Magnificent,” will be 
shown again the afternoon of March 16, over the 
NBC network. The hour-long program has three 
principal sections: (1) construction and functions 
of the heart, lungs, and digestive organs in the 
circulation of the blood; (2) functions of the arter- 
ies, capillaries, and veins; (3) priorities of blood 
flow to the cells of the brain, muscles, and digestive 
system. Dr. Maurice Visscher, professor of physi- 
ology, University of Minnesota Medical School, 
Minneapolis, served as principal advisor on the 
production of the program. First shown on tele- 
vision in March, 1957, it has been shown to more 
than three million people in group showings in the 
past vear. 


Meeting on Facial Plastic Surgery.—A combined 
meeting of the American Society of Facial Plastic 
Surgery and the department of otolaryngology, 
Ohio Health Center, Ohio State University, will be 
held March 10-11 in Columbus, Ohio. Guest of 
honor will be Dr. Irving B. Goldman, of New York 
City, who will lecture the afternoon of March 10 
and present a motion picture on “Rhinoplastic 
Surgery,” that evening. Surgical sessions will in- 
clude two rhinoplasty operations and a Goldman 
septum operation. Dr. Edward W. Harris, chair- 
man, department of otolaryngology at the univer- 
sity, will address the meeting March 10. Discussion 
periods will follow surgery in each case. A tour of 
the Ohio Health Center will conclude the meeting. 
For information write the Secretary, American 
Society of Facial Plastic Surgery, 123 E. 83rd St., 
New York 28. 
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Tri-State Tuberculosis Conference.—The sixth an- 
nual Tri-State Tuberculosis Case Conference will 
be held at the Roanoke Hotel in Roanoke, Va., 
March 16-18. The conference is sponsored by the 
Trudeau societies of West Virginia, Virginia, and 
North Carolina, together with the Virginia Depart- 
ment of Health. Dr. Carl Muschenheim, of New 
York City, will open the meeting March 16, 8 p. m., 
as guest speaker. Cases will be presented by the 
Veterans Administration Hospitals at Martinsburg, 
W. Va., and Oteen, N. C., and the Grandy Sana- 
torium, Norfolk, Va. Diagnostic problem cases will 
be presented March 18, with Dr. Thomas B. Bar- 
nett, of Chapel Hill, N. C., as the speaker. Dr. 
Theodore L. Badger, of Boston, president, Ameri- 
can Trudeau Society, will be the moderator. The 
registration fee ($5) will be payable at the time 
of registration in Roanoke. 


Medico-Legal Symposium on Back Injuries.—The 
American Board of Legal Medicine will hold a 
symposium luncheon on the “Medical-Legal As- 
pects of Back and Neck Injuries” in the Hotel 
Sheraton Astor, Times Square, New York City, at 
noon, March 19. The following are pane] members: 
(physicians) Drs. Reuben Leass, assistant ortho- 
pedic surgeon, Queens General Hospital, Jamaica, 
N. Y.; Harold Lefkoe, orthopedist, Philadelphia; 
Samuel D. Critides, neurosurgeon, New York City; 
Louis J. Gelber, radiologist, New York City; 
(lawyers) Mr. Joseph Dean Edwards, New York 
City, and Mr. Maxwell M. Booxbaum, secretary, 
American Board of Legal Medicine. Judge of the 
symposium will be Justice John L. Flynn, of the 
New York Supreme Court, and the moderator of 
the symposium will be Dr. Alfred Koerner, presi- 
dent, American Board of Legal Medicine. Reserva- 
tions ($6) may be made by calling in New York 
CHickering 4-6377 or by writing the American 
Board of Legal Medicine, 1501 Broadway, New 
York 36. 


Pan-American Medical Women’s Alliance.—The 
sixth congress of the Pan-American Medical Wom- 
en’s Alliance will be held in Miami, Fla., April 
14-17, with headquarters at the Hotel McAllister. 
Women physicians of the United States and Canada 
are invited to become members and attend the 
congresses, which are held every two years alter- 
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nately in North and South America. Delegates are 
expected to represent the medical women of most 
of the Latin-American Republics. The scientific 
program is translated into Spanish and English and 
deals with medical problems of mutual interest. 
Two post-congress trips are being planned; one is 
to the Caribbean area, where some of the member 
groups will be visited. The other is to Washington, 
D. C., where the hospitality of the Pan-American 
Union and the various Latin-American organiza- 
tions is being offered. The Latin American Music 
Festival also is being held in Washington at this 
time. For information write Dr. Hilla Sheriff, Pub- 
licity Chairman, Division of Maternal and Child 
Health, S. C. State Board of Health, Columbia 1, 
S. C. 


Fellowships in Infant and Child Development.— 
Fellowships in developmental diagnosis are avail- 
able at the Clinic of Child Development, which is 
sponsored jointly by the department of pediatrics, 
Ohio State University College of Medicine, Co- 
lumbus, the Children’s Hospital of Columbus, Ohio, 
and the Ohio State Department of Mental Hygiene 
and Correction. The clinic is concerned with the 
evaluation of neurologic status and maturity level 
in children in the preschool period suspected of 
having deviations in development. The majority of 
the children have neuropsychiatric disabilities 
which are organic in nature. In addition to diagnos- 
tic evaluation, guidance in the management of 
problems and help in securing the necessary medi- 
cal and community services are provided, Fellow- 
ships are open to pediatricians, or psychiatrists 
who are board eligible. They are for a period of 
one year, beginning July 1 with one position each 
six months available, and carry a stipend of $5,000. 
Physicians who are trained will have opportunities 
to engage in research projects designed to elucidate 
the etiologies of the neuropsychiatric disabilities 
of childhood and to enter into the teaching pro- 
gram. Address inquiries to Dr. Hilda R. Knobloch, 
Director of the Clinic of Child Development, at the 
Children’s Hospital, 561 S. 17th St., Columbus 5, 
Ohio. 


Last Year’s Catastrophes.—Natural disasters were 
responsible for more than a third of the deaths in 
catastrophes—accidents in which five or more per- 
sons died—during 1957, it is reported by statisti- 
cians of the Metropolitan Life Insurance Company. 
Catastrophe deaths in the U. S. totaled almost 
1,700 during the year, or about 400 more than in 
1956. The increase is largely a reflection of the 
unusually heavy loss of life in Hurricane Audrey, 
which caused about 350 known deaths in early 
June—most of them in Cameron, La. All five of the 
major catastrophes (those which caused at least 
25 deaths) occurred in the first six months of the 
year. In addition to the hurricane, the others were: 


‘ 
tony 
ee 


Vol. 166, No. 10 


the fire which destroyed a home for the aged at 
Warrenton, Mo., on Feb. 17, causing 72 deaths: 
the May 20 tornado which struck the Kansas City 
area, killing 39; a gas explosion which killed 37 
in a coal mine near Bishop, Va., on Feb. 4; and the 
March blizzard which killed 29 in the Great Plains 
states. Because of the heavy toll in the hurricane, 
the loss of life in natural disasters was the highest 
in nearly 20 years. Catastrophes involving motor 
vehicle mishaps and fires and explosions also took 
higher death tolls than in 1956. On the other hand, 
fatalities in civil and military aviation and railroad 
transportation were lower in 1957 than in 1956. The 
loss of life in water trensportation was about the 
same. 


Forum for Foreign Exchange Doctors.—The seventh 
annual forum, under the auspices of the Ventnor 
Foundation, on “The Dynamics of Democracy” was 
held in Atlantic City, N. J., Feb. 8-9. The forum is 
part of an exchange, program, sponsored by the 
foundation, in which recent graduates of German 
and Austrian medical schools are brought to the 
United States for a year’s work. The purpose of 
the program is to give these doctors “an oppor- 
tunity to experience a discipline of medicine and 
a way of life different from that in their homeland 
as a means of waging peace through better mutual 
understanding.” Fiftv-one German and Austrian 
exchangees attended the forum. Two other similar 
groups also attended as guests of the foundation: 
One, a group of 12 French doctors working in the 
U. S. on an exchange program under the auspices 
of the Unitarian Service Committee; the other, 
a group of 28 foreign fellows under the direction 
of Dr. Howard A. Rusk, studying at the Institute 
of Physical Medicine and Rehabilitation of the 
New York University-Bellevue Medical Center. 
The Ventnor Foundation Exchange Program is 
carried on with the cooperation of the State De- 
partment but is operated entirely by private citizen 
effort and supported privately by contributions of 
the cooperating hospitals and individuals. Partici- 
pants in the program included Dr. Isidor S. Ravdin, 
John Rhea Barton Professor of Surgery, University 
of Pennsylvania, and president of the Ventnor 
Foundation, and Dr. Rusk. 


National Health Forum in Philadelphia.—The 1955 
National Health Forum, sponsored by the National 
Health Council in behalf of 63 member organiza- 
tions, will be held March 18-20 at the Sheraton 
Hotel, Philadelphia. Principal speakers will be 
Governor Robert B. Meyner of New Jersey, who 
will address a dinner session March 18, and Luther 
H. Gulick, Ph.D., president, Institute of Public 
Administration, New York City, who will speak at 
a luncheon March 19. The forum will focus on 
trends in population change and movement and the 
impact on governmental structures, community 
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organizations, and family life. Representatives of 
selected large and small cities will present case 
histories of urban sprawl and action taken by state, 
federal, and local agencies to cope with resultant 
problems. Specific areas to be discussed include 
community planning of hospitals and _ related 
services; cooperation between official and voluntary 
agencies in community research; effects of urban 
sprawl on local health department programs; 
special problems of private professional practice 
in cities and suburbs; new problems of voluntary 
health associations; mental and social health and 
environmental industrial health. Planned in con- 
junction with the forum are the 10th annual meet- 
ing of the National Advisory Committee on Local 
Health Departments and the annual meeting of 
delegates to the National Health Council. Informa- 
tion on registration is available from National 
Health Council Headquarters, 1790 Broadway, 
New York 19. 


FOREIGN 

Symposium on Freezing and Drying.—The Institute 
of Biology, England, is arranging a Symposium on 
Freezing and Drying to discuss progress in this 
field since the first symposium held in 1951. The 
meeting is to be held in the Beveridge Hall, Senate 
House, London, W. C. L., April 1-2. Some 20 
speakers, including workers from France, Japan, 
Kenya, the U. S., and the U. S. S. R., have accepted 
invitations. The symposium will be open to all 
interested persons and information may be obtained 
from The Institute of Biology, 41 Queen's Gate, 
London, S. W. 7. 


Course in Acupuncture in Vienna.—The “Oster- 
reichische Gesellschaft fiir Akupunktur,” which rep- 
resents the “Societé International d’Acupunctur, 
Paris” in Austria, will present an elementary course 
of acupuncture May 16-22 in Vienna, Austria. The 
course will be held in English and will contain both 
theory and praxis. Admittance is limited to doctors 
and pregraduate students only. The course counts 
for the Austrian diploma of Acupuncture. To book 
course and lodging write Osterreichische Gessel- 
schaft fiir Akupunktur, Vienna XII, Tivolig. 73, 
before April 15. Interested persons will be asked 
to enroll on May 16, 10-12 a. m. The fee is $20 
($15 for students ). 


Audiology Congress in Italy.—The general secre- 
taries of the International Society of Audiology 
have announced that the society’s fourth congress 
will be held in Padua, Italy, Oct. 2-5. This meeting 
will be reserved for audiologists who are particu- 
larly interested in the progress of this specialty. 
Three round-table discussions are planned on the 
following subjects: “Auditory Prosthesis,” “Trau- 
mas Caused by Noise,” and “Cochlear Inde- 
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pendence.” All correspondence regarding — this 
congress should be addressed to the General Sec- 
retary, Fourth Congress of the International Society 
of Audiology, Prof. Arslan, Clinique O. R. L., 
Universitaire, Padua, Italy. It has been planned 
that the fifth society convention will be held in 
the spring of 1960 in Basel, Switzerland. 


Biochemistry Congress in Vienna.—The fourth in- 
ternational Congress of Biochemistry, organized by 
the Osterreichische Biochemische Gesellschaft un- 
der the auspices of the International Union of 
Biochemistry, will be held in Vienna, Austria, 
Sept. 1-6. The following symposiums are planned: 
Carbohydrate Chemistry of Substances of Biologi- 
cal Interest; Biochemistry of (1) Wood, (2) the 
Central Nervous System, (3) Steroids, (4) Anti- 
biotics, (5) Morphogenesis, and (6) Viruses; Pro- 
teins; Physical Chemistry of High Polymers; Blood 
Clotting Factors; Vitamin Metabolism; and Insect 
Biochemistry. Two general lectures will be given 
at the opening and closing sessions by Prof. E. 
Chargaff, New York City, and Prof. A. E. Braun- 
stein, Moscow, U. S. S. R., respectively. Colloquies 
on sulphur metabolism, biosynthesis of purines and 
pyrimidines, oxygenizing enzymes, and C,-com- 
pounds in micro-organisms are scheduled. An 
exhibition of scientific apparatus, entertainment, 
excursions, and a ladies’ program have been ar- 
ranged. Registration fee is 320 Austrian Schillings 
(about $13) for active members. Those who intend 
to contribute a paper or a demonstration should 
register by May 1. For information write the Gen- 
eral Secretariat, Wahringerstrasse 42, Vienna IX, 
Austria. 


EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN BOARD OF DERMATOLOGY: Written. Several Cities, 
June 30. Oral. Detroit, Oct. 17-19. Final date for filing 
all applications is April 1. Sec., Dr. Beatrice Maher Kesten, 
One Haven Ave., New York 32. 

AMERICAN BoarD OF INTERNAL MEDICINE: Written. Oct. 20, 
1958. Oral. Philadelphia, April 23-26; San Francisco, June 
18-21; Chicago, Oct. 13-16. Sec.-Treas., Dr. William A. 
Werrell, One West Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part II. 
Chicago, May 7-17. Final date for filing application was 
September 1. Sec., Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6. 
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AMERICAN BoarD OF OpHTHALMOLOGY: Written, Jan. 26, 
1959. Final date for filing application is July 1, 1958. 
Clinical. San Francisco, June 17-21; Chicago, Oct. 17-22. 
Sec., Dr. Merrill J. King, Box 236, Cape Cottage Branch, 
Portland, Maine. 


AMERICAN BOARD OF ORTHOPAEDIC SuRGERY: Part I. April 
3-4, Rochester, Minnesota, Denver, Colorado, Washington, 
D. C. Final date for filing application was Nov. 30. Part II. 
New York City, Jan. 29-31, 1958. Sec., Dr. Sam W. Banks, 
116 South Michigan Avenue, Chicago 3. 


AMERICAN BoarD OF OroLaryNcoLocy: Oral. Chicago, Oct. 
6-9. Final date for filing application is March. Sec., Dr. 
Dean M. Lierle, University Hospitals, lowa City. 


AMERICAN Boarp OF PATHOLOGY: San Francisco, June 30- 
July 2. Final date for filing application is May 1. Sec., Dr. 
Edward B. Smith, Indiana University Medical Center, 
1042-1232 W. Michigan St., Indianapolis 7. 


AMERICAN Boarp OF Pepiatrics: Oral. Memphis, March 21- 
23; Atlantic City, May 3-5; Cincinnati, June 13-15; 
Chicago, Oct. 24-26 and New York, Dec. 5-7. Sec., Dr. 
John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 


AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITA- 
TION: Oral and Written. Peoria, Ill., June 20-21. Final date 
for filing application was Feb. 1. Sec., Dr. Earl C. Elkins, 
200 First St., S. W., Rochester, Minn. 


AMERICAN BoarD OF PLastic SurcERY: Oral and Written. 
Galveston, Texas, May 18-20. Corresponding Secretary, 
Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 


AMERICAN BOARD OF PREVENTIVE MEDICINE: Aviation Medi- 
cine, Washington, D. C., March 20-22. Final date for 
filing application was December 30. Occupational Medicine, 
April 18-20. Final date for filing application was Jan 30. 
Public Health on a Regional Basis, April. Final date for 
filing application is Jan. 30. Sec., Dr. Tom F. Whayne, 
3438 Walnut St., Philadelphia 4. 


AMERICAN BoarpD OF ProctroLocy: Oral and Written, Parts 
I and II. September 1958. Final date for filing application 
is March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN BoOarD OF PsyCHIATRY AND NEUROLOGY: San Fran- 
cisco, March 17-18; New York City, Dec. 15-16. Training 
credit for full time psychiatric and/or neurologic assign- 
ment in unapproved military programs or services between 
the dates of Jan. 1, 1950 and Jan. 1, 1954 will be terminated 
on Jan. 1, 1959. Sec., Dr. David A. Boyd, 102-110 Second 
Ave. S. W., Rochester, Minn. 


AMERICAN Boarp OF RapioLocy: Special Examination in 
Nuclear Medicine for Diplomates in Radiology or Thera- 
peutic Radiology, Chicago, May 17. Deadline for filing 
application was Feb. 1. Regular Examination in Radiology, 
Chicago, May 19-23. Final date for filing application was 
Jan. 1. Regular Examination in Radiology. Washington, 
D. C., Dec. 8-12. Final date for filing application is July 1. 
Sec., Dr. H. Dabney Kerr, Kahler Hotel Bldg., Rochester, 
Minn. 


AMERICAN Boarp OF SuRGERY: The date of the Fall exam- 
ination in Part I has been changed from the last Wednes- 
day of October as announced in its current Booklet of In- 
formation to December 3, 1958. Thereafter, examinations 
in Part I will be held once annually, on the first Wednes- 
day of December. The closing date for filing applications 
will be August 1. Part II. Baltimore, March 10-11. Sec., Dr. 
John B. Flick, 225 So. 15th St., Philadelphia 2. 


Boarp oF THoracic SurcERY: Oral. Boston, May 12-13. 
Final date for filing application was December 1. The 
fall written examination will be given in September 1958 
and closing date for registration is July 1. Registration for 
the fall oral examination closes July 1. 
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GOVERNMENT SERVICES 


AIR FORCE 


Air Force Medical Conference—The Air Force 
Medical Research Council held its third meeting in 
Washington, D. C., Jan. 21-22, 1958, with Major 
Gen. Dan C. Ogle, the surgeon general, opening 
the meeting. Among numerous subjects discussed 
were Special Experimental Space Indoctrination 
by Col. John P. Stapp, chief, Aero Medical Field 
Laboratory in New Mexico; Spatial Disorientation 
and Vertigo by Col. James P. Nuttall of the surgeon 
general's office; Ultraviolet Infrared and Cosmic 
Radiation by John L. Spencer of the Rome Develop- 
ment Center, New York; Blast Biology—Military 
and Public Aspects by Dr. Clayton S. White of the 
Lovelace Foundation, New Mexico. There was also 
a panel on aviation accidents and another on avia- 
tion and space medicine research. This council is 
designed to maintain a continuing survey of re- 
search requirements in aviation medicine and 
health sciences. 

Surgeon General Ogle also attended the Air 
Force Command Surgeons Conference in Wash- 
ington, D. C., Jan. 23, and with members of his 
staff discussed the structure, medical personnel, 
education, and physical standards of the future Air 
Force. Each of the many command surgeons pres- 
ent reported on the medical facilities under their 
personal jurisdiction. 


VETERANS ADMINISTRATION 


Personal.—Dr. George M. Leiby, manager, VA Re- 
search Hospital in Chicago, will be transferred as 
area director of professional services in the Colum- 
bus, Ohio, VA area medical office. Dan J. Macer, 
manager, VA Hospital at Sunmount, N. Y., will 
replace Dr. Leiby as manager of the hospital in 
Chicago, which is a 516-bed general medical and 
surgical facility. The hospital at Sunmount is a 515- 
bed facility for tuberculosis patients. 


PUBLIC HEALTH SERVICE 


Pneumonia Deaths Increase.—The surgeon general 
of the Public Health Service said on Feb. 7 that 
the number of deaths from influenza and pneu- 
monia reported in 108 cities in the United States 
has been rising steadily for the past four weeks. 
Since the last week of December, they have stead- 
ily increased. The PHS Epidemiologic Surveillance 
Unit is working with state and local health officers 
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to determine the cause. There was said to be no 
evidence of any widespread increase in Asian influ- 
enza cases throughout the United States. Small out- 
breaks, however, are continuing to occur in widely 
scattered areas, the most recent ones being re- 
ported from areas in New York, Texas, Iowa, Mich- 
igan, Illinois, and Georgia, as well as from several 
widely separated military installations in which the 
Asian influenza has been isolated. Asian influenza, 
the surgeon general said, may be smouldering in 
other areas throughout the United States. “This 
underscores the importance of second injections of 
Asian influenza vaccine for elderly persons and 
others in special risk groups. An examination of 
death certificates in several cities shows that a sub- 
stantial number of influenza and pneumonia deaths 
are occurring among older persons.” 


National Conference on Air Pollution.—A national 
conference to study the problem of air pollution 
in urban areas is tentatively scheduled for the week 
of Nov. 15, 1958, in Washington, D. C., and is 
being called by recommendation of Dr. Leroy E. 
Burney, surgeon general of the Public Health Serv- 
ice. The purpose will be to bring together leading 
authorities to consider the many legal, medical, 
and industrial problems involved and to pool the 
experience already obtained by Los Angeles, Pitts- 
burgh, St. Louis, and other cities in combating air 
pollution. 

Legislation enacted in 1955 authorized the sur- 
geon general of the Public Health Service to carry 
out a five-year program of research and technical 
assistance to the states on the growing air pollu- 
tion problem. The surgeon general, who will pre- 
side over the conference, said that the conference 
would provide an opportunity for assessment of 
progress in midpoint of the five-year program. 


Indian Health Chief Promoted.—Dr. James R. 
Shaw, chief, Public Health Service Division of 
Indian Health, has been promoted to the grade of 
assistant surgeon general, with a rank equivalent 
to that of rear admiral. Dr. Shaw is responsible 
for the administration of medical and public health 
services for about 380,000 American Indians and 
Alaskan natives. The Indian health staff of 4,500 
includes physicians, dentists, nurses, sanitary engi- 
neers, medical social workers, and other adminis- 
trative and technical personnel. Health services 
are provided in 56 hospitals and at more than 200 
other locations. Dr. Shaw has been a member of 
the Commissioned Corps of the Public Health 
Service since 1938. 
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DEATHS 


Bartholomew, James Kleckner, Chicago; University 
of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1887; on the staff of the Lutheran 
Deaconess Home and Hospital; died in Miami, 
Fla., Dec. 28, aged 95, of bronchopneumonia. 


Bowers, Don DeLargy ® Indianapolis; Indiana Uni- 
versity School of Medicine, Indianapolis, 1926; fel- 
low of the American College of Surgeons; asso- 
ciated with the Indianapolis General and Methodist 
hospitals, and the St. Vincent’s Hospital, where he 
died Dec. 5, aged 55, of a cerebrovascular acci- 
dent and hypertension. 


Boyle, Joseph Patrick, Philadelphia; University of 
Pennsylvania School of Medicine, Philadelphia, 
1917; veteran of World War I; served on the staff 
of St. Vincent’s Hospital for Women and Children; 
died in the Fitzgerald Mercy Hospital, Darby, 
Dec. 9, aged 71. 


Bull, Stephen W., Spencer, W. Va.; Maryland Medi- 
cal College, Baltimore, 1903; an associate member 
of the American Medical Association; veteran of 
World War I; on the staff of the Gordon Memorial 
Hospital, where he died Dec. 27, aged 89, of com- 
plications resulting from injuries sustained in a fall. 


Bumgarner, James Irwin ® Millers Creek, N. C.; 
Bowman Gray School of Medicine of Wake Forest 
College, Winston-Salem, 1950; member of the 
American Academy of General Practice; veteran 
of World War II; county health officer; medical 
examiner for Wilkes County and district patholo- 
gist; on the staff of the Wilkes General Hospital in 
North Wilkesboro; died Dec. 5, aged 39, of a cere- 
bral hemorrhage due to a head injury from a fall. 


Cadwallader, Seth Iredell, Mechanicsburg, Pa.; 
Jefferson Medical College of Philadelphia, 1900; 
an associate member of the American Medical As- 
sociation; past-president of the Cumberland County 
Medical Society; died in Harrisburg (Pa.) Hospital 
Dec. 8, aged 83, of myocardial infarction. 


Leddy, Eugene Thomas ® Rochester, Minn.; born 
in Taunton, Mass., Sept. 27, 1892; Harvard Medical 
School, Boston, 1919; since 1937 associate professor 
of radiology at the Mayo Foundation, Graduate 
School, University of Minnesota, where he became 
an instructor in radiology in 1929 and in 1933 ad- 
vanced to assistant professor; from 1920 to 1922 an 
assistant at the Memorial Hospital in New York 
City, and from 1922 to 1925 head of the roentgen 
ray department of the Philadelphia General Hos- 


@ Indicates Member of the American Medical Association. 


pital; for six months in 1925 carried on private 
practice of roentgenology in Providence, where he 
was head of the x-ray department of the Rhode 
Island Hospital; came to the Mayo Clinic on Oct. 
1, 1925, as a first assistant in therapeutic roent- 
genology; on April 1, 1929, was appointed a con- 
sultant in therapeutic roentgenology and in 1948 
was appointed head of the section on therapeutic 
radiology, a post held until 1953, when he became 
a senior consultant in therapeutic radiology; spe- 
cialist certified by the American Board of Radi- 
ology; fellow of the American College of Radiology; 
member of the American Roentgen Ray Society, the 
Radiological Society of North America, American 
Radium Society, the Alumni Association of the 
Mayo Foundation, and the Society of the Sigma 
Xi; past-president of the Minnesota Radiological 
Society; an honorary member of the Old Blockley 
Medical Society of Philadelphia; on the staffs of 
the Methodist Hospital and St. Mary’s Hospital, 
where he died Jan. 5, aged 65, of a cardiovascular 
accident. 


MacLean, Hugh, La Jolla, Calif.; University of 
Toronto Faculty of Medicine, Toronto, Ontario, 
Canada, 1906; fellow of the American College of 
Surgeons; died Jan. 1, aged 79. 


Macrae, James Gilbert ® Coldwater, Mich.; Wash- 
ington University School of Medicine, St. Louis, 
1910; member of the Iowa State Medical Society; 
for many years practiced in Creston, lowa, where 
he was medical director of the Greater Community 
Hospital; veteran of World War I; died Jan. 1, aged 
73, of cerebral vascular accident. 


Merrifield, Frederick William ® Wilmette, IIl.; born 
in Plymouth, England, Aug. 4, 1887; Northwestern 
University Dental School, Chicago, 1916; North- 
western University Medical School, Chicago, 1931; 
associate professor emeritus of surgery at North- 
western University Medical School and professor 
of oral surgery emeritus at Northwestern Univer- 
sity Dental School; served as chairman of the 
executive committee, Northwestern University Cleft 
Lip and Palate Institute; specialist certified by the 
American Board of Plastic Surgery; member of 
the American Association of Plastic Surgeons and 
the American Academy of Ophthalmology and Oto- 
laryngology; fellow of the American College of 
Surgeons; associated with the Evanston (IIl.) Hos- 
pital, Passavant Memorial, and Children’s Memorial 
hospitals; died Jan. 6, aged 70, of uremia and 
chronic pyelonephritis. 
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Miller, Harry * Schenectady, N. Y.; Long Island 
College Hospital, Brooklyn, 1919; past-president of 
the Schenectady County Medical Society, of which 
he was at one time treasurer; associated with St. 
Clare’s Hospital, City Hospital, and the Ellis Hos- 
pital, where he died Jan. 2, aged 60, of cerebral 
hemorrhage. 


Mitchell, Oliver L., Oak Park, Ill.; Northwestern 
University Medical School, Chicago, 1893; died in 
the Chicago Wesley Memorial Hospital Jan. 3, aged 
88, of congestive heart failure and arteriosclerotic 
heart disease. 


Nelson, Nesmith Perry ® Minneapolis; George 
Washington University School of Medicine, Wash- 
ington, D. C., 1910; member of the Association of 
Military Surgeons of the United States; veteran of 
World War I; an organizer and board member 
of First Federal Savings and Loan Association; 
formerly practiced in Brainerd, where he was on 
the staff of St. Joseph’s Hospital; died Dec. 14, aged 
80, of cerebral vascular accident. 


Newsam, Hugh Emest, New York City; Meharry 
Medical College, Nashville, Tenn., 1933; associated 
with the health department of New York City; on 
the staff of the Harlem Hospital; died Dec. 17, 
aged 56, of cerebral hemorrhage. 


Nicholson, James Willard ® Porterville, Calif.; Van- 
derbilt University School of Medicine, Nashville, 
Tenn., 1913; formerly associated with the Indian 
Service; served as city health officer; on the staff of 
the Porterville City Hospital; died Dec. 4, aged 70, 
of carcinoma of the prostate. 


Noell, Robert Leonard ® Oklahoma City, Okla.; 
University of Oklahoma School of Medicine, Okla- 
homa City, 1928; specialist certified by the Ameri- 
can Board of Orthopaedic Surgery; member of the 
Clinical Orthopaedic Society and the American 
Academy of Orthopaedic Surgeons; clinical profes- 
sor of orthopedic and fracture surgery at his alma 
mater; veteran of World War II; on the staffs of 
the Wesley Hospital and St. Anthony Hospital, 
where he died Dec. 10, aged 58, of carcinoma of 
the liver. 


Ornstein, Felix, Secaucus, N. J.; Medizinische 
Fakultét der Universitit, Vienna, Austria, 1912; 
associated with Beth David Hospital in New York 
City and the Hudson County Hospital for Mental 
Diseases; died Dec. 18, aged 71, of coronary occlu- 
sion. 

Oster, Edwin Arthur * Los Gatos, Calif.; University 
of Illinois College of Medicine, Chicago, 1950; in- 
terned at San Joaquin General Hospital in French 
Camp; died Dec. 20, aged 34. 

Otis, Eleanore Mabel Howe ® Moline, Ill.; Ameri- 
can Medical Missionary College, Battle Creek, 
Mich., and Chicago, 1903; formerly served on the 
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board of education; associated with Lutheran and 
Moline Public hospitals, and St. Anthony Hospital 
in Rock Island; died Dec. 27, aged 87, of cerebral 
thrombosis. 


Parrott, John Samuel *® Pineville, Ky.; St. Louis 
College of Physicians and Surgeons, 1927; served 
on the board of education of Bell County; died in 
Oak Ridge, Tenn., Nov. 1, aged 61, of cancer. 


Pasternacki, Arthur Sylvester ® Adrian, Mich.; De- 
troit College of Medicine and Surgery, 1929; for- 
merly practiced in Wyandotte, where he was a city 
physician; veteran of World War II; on the staff of 
the Emma L. Bixby Hospital; died in Ann Arbor 
Dec. 22, aged 55, of carcinoma of the lung. 


Ritze, John Adam, Midlothian, IIl.; Northwestern 
University Medical School, Chicago, 1911; died 
Jan. 1, aged 73, of coronary occlusion. 


Rossiter, Perceval Sherer, Surgeon General, Rear 
Admiral, U. S. Navy, retired, Santa Barbara, Calif.; 
born in Shepardstown, W. Va., Nov. 30, 1874; Uni- 
versity of Maryland School of Medicine, Baltimore, 
1895; veteran of the Spanish-American War; on 
Jan. 20, 1903, appointed acting surgeon in the U. S. 
Navy; advanced through the commissioned ranks of 
the medical corps of the U. S. Navy, attaining the 
rank of captain on June 5, 1924; on March 17, 1933, 
was appointed surgeon general of the Navy with 
rank of rear admiral, serving until Dec. 1, 1938; 
transferred to the retired list, having reached the 
statutory retirement age of 64 years; during his ac- 
tive service of more than 35 years served with dis- 
tinction throughout the United States and abroad 
and in ships of the fleet; a member of the U. S. Naval 
Mission to Brazil from 1922 to 1926; from 1939 to 
1949 served as chief of staff at Gallinger Hospital, 
Washington, D. C.; fellow of the American College 
of Physicians and the American College of Sur- 
geons; service member of the American Medical 
Association; past-president of the Association of 
Military Surgeons of the United States and Canada; 
director of the Tri-Counties Blood Bank; died Dec. 
20, aged 83, of coronary occlusion. 


Young, William James * Auburn, Maine; born in 
Boston in 1881; University of Pennsylvania School 
of Medicine, Philadelphia, 1911; member of the 
American Public Health Association and the Asso- 
ciation of Military Surgeons of the United States; 
veteran of World Wars I and II; served as health 
officer of the city of Waterville, college physician 
and coach at William and Mary College in Wil- 
liamsburg, Va., athletic director at the University 
of Maine, and for a year medical examiner at A. 
and M. College at College Station, Texas; until his 
retirement, district health officer of Androscoggin, 
Franklin, and Somerset counties; died suddenly in 
Central Maine General Hospital in Lewiston, Dec. 
8, aged 76, of aneurysm of the abdominal aorta. 
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FOREIGN LETTERS 


BELGIUM 


Health Survey in Belgian Congo.—De Smet (Bru- 
xelles-Medical) studied stool specimens of the pop- 
ulation in the Belgian Congo and found evidence 
of ancylostomiasis in 60.6% of the Belgians. In the 
nontreated natives such evidence was found in 
77.2%, and in the Topoke tribe in 90%. The malar- 
ial parasite index in the Belgian population has 
been reduced from 70% to 15%. In dealing with 
the Bantu tribe, the direct approach was helped by 
the psychological bent of the people who believe 
that the seat of the disease should be attacked 
directly, preferably by means of a needle. Thus it 
was possible to obtain many needle biopsies of the 
liver among these people. The author considered 
this method as an indispensable part of clinical 
investigation of hepatic damage. The puncture 
biopsy may be negative if the needle passes 
through healthy tissue adjacent to a cirrhotic no- 
dule or tumor but the likelihood of this can be re- 
duced by repeating the puncture. 

This method has, however, the disadvantage of 
occasionally showing an aspect that is difficult to 
interpret because the relations with the clinical 
symptoms (e. g., inflammatory infiltration of the 
portal space) are not sufficiently known. It is es- 
pecially valuable if repeated after recovery, thus 
enabling one to exclude the persistence of a latent 
hepatic syndrome such as is seen in patients with 
postnecrotic cirrhosis. It may also indicate the re- 
gression of histological changes after medical or 
surgical treatment. In the author's series of 540 
needle biopsies of the liver (128 patients had re- 
peated biopsies), about 140 specimens were clas- 
sified as normal. The liver flocculation test had no 
specific value for estimating liver function. Studies 
by means of hepatography are still in the experi- 
mental stage and do not seem to offer a sensitive 
test in syndromes not associated with severe pa- 
renchymatous damage. The author believed that a 
good clinical examination and histological studies 
provided the best index for evaluating the condi- 
tion of the liver in the Negro. 


Vascular Purpura.—At the Journées Médicales in 
1957, Jean Bernard stated that he had produced a 
syndrome in animals which was closely related to 
acute vascular purpura which may be allergic or 
idiopathic. Chronic inflammatory or recurrent pur- 
pura must be distinguished from these two forms. 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


The speaker gave an intramuscular injection of 
rabbit serum sensitized to guinea pig endothelial 
cells to guinea pigs, and an acute vascular purpura 
resulted. If the sensitized rabbit serum is injected 
intradermally, the only result is a local ecchymo- 
sis. Human serum from patients with idiopathic 
purpura produces the same toxic effect on guinea 
pig capillaries. It is believed that the vascular en- 
dothelium is capable of reacting to certain insults 
in the same way as the leukocytes and the platelets, 
i. e., that they are injured by the contact with anti- 
bodies of endogenous or exogenous origin, and 
under certain conditions auto-antibodies may de- 
velop. 


Logopedics.—M. Mussafia of the Mental Hygiene 
Department of the Belgian Red Cross reported in 
Le Scalpel that most of the patients seen by the 
logopedic service were stammerers. The therapeu- 
tic approach is based on the fact that speech is a 
manifestation of personality. Reeducation must be 
directed toward the entire person, not just his 
stammering. The stammerer must rediscover the 
possibility of a normal contact with other people, 
even though this has been lost since earliest child- 
hood. 


BRAZIL 


Pathogenesis of Oliguria due to Carbon Tetrachlo- 
ride Poisoning.—Dr. Armando V. Rotondi, at a meet- 
ing of the Associagao Paulista de Medicina, re- 
ported that he had injected carbon tetrachloride 
into the portal vein of rats. This caused a marked 
oliguria or even anuria in the acute phase of the 
massive hepatic necrosis. He found no correlation 
between the histological changes in the kidneys and 
the degree of oliguria. The determination of the 
arterial tension in animals with acute hepatosis, 24 
hours after the portal injection of carbon tetra- 
chloride, showed variable degrees of diminution of 
the tension. Animals with arterial tensional values 
insufficient to create effective positive pressure to 
determine glomerular filtration presented a greater 
diuresis than that shown by animals with smaller 
reduction of the arterial tension. In other cases, 
animals with normal arterial tension had intense 
oliguria. The eventual circulatory shift (Trueta’s 
shunt), shown by a cortical ischemia with medul- 
lar vasodilatation, was also investigated in experi- 
mentally poisoned animals in the phase of oliguria. 
After an injection of carbon black ink into the aorta, 
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all cortical and subcortical glomeruli appeared col- 
ored by the ink, thus evidencing the nonexistence 
of a circulatory shift and the ischemia of the cortex. 

Finally, the author injected normal rats intraper- 
itoneally with 2 ml. of normal rat serum. This was 
followed by a retention of 1.15 ml. of water per 
100 Gm. of body weight. A similar injection of 2 
ml. of serum from rats with massive necrosis of the 
liver caused a water retention of 3.17 ml. per 100 
Gm. He concluded that these results demon- 
strated the existence of an increase in antidiuretic 
hormone in the serum of rats with massive necrosis 
of the liver, this humoral change explaining the 
pathogenesis of this hepatorenal syndrome whose 
renal morphologic characteristics are typical of 
lower nephron nephrosis. 


Fetal Anoxia.—Dr. Luis A. Correa da Costa ( Anais 
brasileiros de ginecologia, vol. 44, 1957) reported a 
series of 200 consecutive autopsies on fetuses whose 
cause of death was anoxia. In this series 72 were 
judged to be dead before the mother was ad- 
mitted to the hospital, and 6 were dropped from 
the study (3 with anencephalus, | with hydro- 
cephalus and spina bifida, 1 with hydrops fetalis, 
and 1 because of xiphopagus). Of the remaining 
122 fetuses, 8 died in the antepartum, 74 in the 
intrapartum, and 40 in the postpartum period. Of 
these 122 fetuses, 88 were premature. In the total 
group of 200, the most frequent causes of death 
were convulsive and nonconvulsive toxemia in 
the mother in 75, complications of the umbilical 
cord in 50, forceps application in 29, breech pres- 
entation in 22, and delayed labor in 17. Toxemia 
may have been present in a larger number since, in 
the cases of fetuses who were dead before admis- 
sion, the clinical signs of toxemia in the mothers 
might already have disappeared. 


Vaginal Hysterectomy.—Dr. Rosalvo C. Cavalcanti 
(Revista de gynecologia e dobstetricia, vol. 100, 
1957) analyzed 40 cases of vaginal hysterectomy for 
uterine prolapse. In 32 there was third degree; in 
6, second degree; and in 2, first degree prolapse. 
The age of the patients varied between 29 and 74 
years (average 49.5). Sixteen patients had had 
more than five pregnancies. The only death in the 
series occurred suddenly 10 days after the opera- 
tion and was caused by cerebral hemorrhage. 


INDIA 


Indian Public Health Association.—At the second 
annual meeting of the Indian Public Health Asso- 
ciation in December in Calcutta, the director-gen- 
eral of health services of India suggested the 
establishment of full-time departments of social 
and preventive medicine in all medical colleges 
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because preventive and social medicine should be 
taught not as something apart from clinical instruc- 
tion but as an integral part of medicine as a whole. 
He urged that the public be educated to appreciate 
the importance of disease prevention. He requested 
the authorities to adopt a more realistic attitude in 
the matter of emoluments for the staff in rural 
areas where personnel were not easy to find owing 
to poor wages and lack of amenities. 


Multiple Worm Infection—Patel and Kamat (Cur- 
rent Medical Practice, vol. 1, December, 1957) 
treated 18 patients who had multiple helminthic 
infections with tablets each containing 186 mg. of 
hexylresorcinol and 500 mg. of piperazine citrate. 
Six of these patients were asymptomatic, seven had 
abdominal pain and/or diarrhea, one had anemia 
and signs of nutritional deficiency, and four had 
abdominal symptoms, generalized pains, and weak- 
ness. Both a routine and formalin-saline concentra- 
tion method were used for the stool examinations. 
Five of the tablets were given on an empty stom- 
ach followed by a saline purgative next morning. 
Stools were examined on the 4th, 8th, and 15th 
days. If they remained positive on the 21st day, the 
treatment was repeated. This procedure was used 
17 times on 13 of the patients, only 2 of whom 
were cured. The treatment was a total failure in 
seven and unsatisfactory in the remaining nine. 
Hexylresorcino] by itself is effective against ascaria- 
sis and slightly less so against ancylostomiasis. 
Piperazine is even better against round worms but, 
surprisingly, a combination of the two failed to 
cure these infections. 


Tuberculous Meningitis.—K. 1. Vyas (Indian Jour- 
nal of Child Health, vol. 6, December, 1957) 
analyzed 120 cases of tuberculous meningitis. The 
highest incidence was seen between the ages of 
six months and four years and 90 of the patients 
were boys. The disease was most common among 
poor and lower middle class families, about 90% 
belonging to these groups. There was no seasonal 
variation. About 33 patients came from villages 
and the rest from cities. The nutritional status of 
the affected children was poor in 70%, fair in 20%, 
and good in 10%. History of contact with a tuber- 
culous patient was available in only eight cases. 
Measles was the commonest precipitating factor, a 
history of this disease being present in 31 patients. 
A history of whooping cough was present in 14, 
recent trauma to the head in 6, and chronic diar- 
rhea in 5. Nineteen patients were admitted in the 
early, 39 in the intermediate, and 62 in the late 
stage of the disease. The diagnosis was made from 
typical spinal fluid findings and associated evi- 
dence of active tuberculosis elsewhere in the body. 
Fifty patients had associated intrathoracic tuber- 
culosis; 34, intra-abdominal lesions; 32, intratho- 
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racic and intra-abdominal lesions; and 4, tuber- 
culous cervical glands. The onset was acute in 65 
patients and gradual in the rest. 

The commonest mode of onset was with fever 
and convulsions; other symptoms noticed at the 
onset were vomiting, lethargy, coma, headache, 
paresis, restlessness, constant crying, sleeplessness, 
irritability, anorexia, apathy, delirium, drowsiness, 
and retention of urine. The earliest symptoms were 
changes in mood and behavior in a previously ac- 
tive and happy child. A lumbar puncture at this 
stage should give evidence of the disease when 
there is still a chance of recovery without residual 
damage. Fever was continuous from the preceding 
attack of measles or whooping cough in 12 patients. 
Terminal hyperpyrexia was seen in 31 patients; 
convulsions in 90; vomiting in 68; cough in 66; 
and headache in 20 (mostly in the higher age 
group). Other symptoms were tremors, constant 
movements of extremities, pain in the neck, ex- 
cessive perspiration, and trismus. Lethargy was 
present in 30 and coma in 58. Grinding of the 
teeth was noticed in nine and retention of urine 
in five patients; these five were comatose. A vacant 
stare was observed in 16, and a meningeal cry was 
heard in 7 of the comatose patients. A palmar 
and/or plantar rash was seen in 20. Tache céré- 
brale was observed in 50% of the patients, and 
most had tachycardia. On admission 20 had dysp- 
nea and in 26 the breathing was irregular. There 
was marked spasticity with opisthotonos in 14, 
moderate spasticity in 48, and flaccidity in 13. 
Nuchal rigidity was present in 61, Kernig’s sign 
could be elicited in 50, marked head retraction 
was present in 13, bulging fontanels in 12, and 
hydrocephalus developed in the course of the 
disease in 7. Deep reflexes were exaggerated or 
absent in the deeply comatose patients. Myotatic 
irritability was elicited in 11. Changes in the eyes 
included internal deviation of the eyeballs, nystag- 
mus, choroid tubercles, sluggish or absent reaction 
of pupils to light, dilated pupils, and hippus. 

Patients with prolonged coma developed decere- 
brate rigidity and these usually died. Paresis was 
seen in 10 and aphasia in 7. Facial paralysis was 
seen in 23 patients. In 13 the optic nerve was 
affected, resulting in diminished vision or blind- 
ness. Otitis media was present in five. Signs of 
vitamin deficiency were seen in 68. The liver was 
palpable in 48 and the spleen in 8. Eleven had 
nutritional edema. Half of the patients died. The 
mortality was highest in those under the age of 
three years. The younger the patient, the worse 
the prognosis. Treatment started in the late stage of 
the disease had a poor chance for success and 
even if patients treated late survived, they invari- 
ably had some neurological residual damage such 
as paresis, mental deficiency, hydrocephalus, facial 
paralysis, squint, diminished vision, and increased 
psychomotor activity. 
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The Influence of Hormones on Testicular Changes. 
—C. M. Rangam and co-workers (Indian Journal 
of Medical Sciences, vol. 11, December, 1957) re- 
ported the results of their experiments on rats to 
determine whether testosterone will prevent or 
retard postvasectomy tubular degenerative changes 
in the testes and whether estrogen will enhance 
or augment these changes. A series of 34 male 
albino rats including 18 controls were used. Vasec- 
tomy was performed on the 16 experimental ani- 
mals. The hormones were given to batches of rats 
in both groups and the changes studied for six 
weeks. The control animals receiving testosterone 
and estrogen showed no testicular change. The ex- 
perimental animals not receiving hormones showed 
degeneration of the tubular epithelium in the first 
and second week, regeneration at the end of fourth 
week, and complete restoration to normal after 
six weeks, as was expected. Administration of tes- 
tosterone prevented this tubular degeneration after 
vasectomy but it did not promote spermatogenesis. 
Estrogen delayed the onset of tubular degeneration 
and reduced the intensity of degeneration that 
occurred eventually. It also led to retardation of 
repair in the degenerated tubules. Thus, prolonged 
administration of estrogen may antagonize the ac- 
tion of testosterone in the process of repair. The 
histochemical changes ran parallel with the histo- 
logical alterations. 


JAPAN 


Fasting as a Therapy.—Fasting is being widely 
prescribed as a panacea by various lay and religious 
groups. The first day patients are given a bowl 
of rice gruel; on the second, a bowl of rice water 
morning and evening; and from the third day on, 
nothing but water. Patients with mild illnesses are 
so treated for a week then sent home as cured. 
More serious illnesses are thus treated for a month 
or longer. No drugs are given. The following case 
is illustrative. A man with chronic dyspepsia was 
admitted to such a “hospital” and on the second 
day vomited some brown materials. His condition 
steadily deteriorated and his wife had him trans- 
ferred to a regular hospital where he died two 
days later. After a review of the circumstances, it 
will be decided whether the man operating the 
first “hospital” was practicing medicine without a 
license and whether he should face a charge of 
manslaughter. 


Cancer and Rice.—Dr. Will Mayo is credited with 
the belief that the disparity in the incidence of 
death due to gastric cancer between men and 
women in Japan was largely due to the fact that 
the husband hurriedly ate a steaming bow] of hot 
rice and rushed off to work while the wife en- 
joyed a leisurely breakfast afterward. In Dr. 
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Mayo’s day the statistics supported this theory. 
Gastric cancer affected several times as many men 
as women but today, strange as it may seem, the 
death rate in both sexes is about the same. Fur- 
thermore fully 50% of all the deaths from cancer 
are due to gastric cancer despite the fact women 
have a relatively high death rate from uterine and 
mammary cancers. With the publication of these 
figures, a new theory had to be proposed. The- 
orists now say that there lurks in the very essence 
of rice the cause of stomach cancer. They would 
now curtail rice consumption in general and re- 
place it in part with wheat. They point to the fact 
that Hawaiians of Japanese ancestry have a low 
mortality from gastric cancer, possibly because 
they prefer bread to rice. 


Faith Cures.—Medical practice here is invaded on 
many fronts by irregulars, eclectics, and various 
cultists. A typical case is that of a school boy who 
sustained a head injury in a wrestling match. The 
ill-advised parents took him to a faith healer; 36 
hours later the boy was in a coma and in another 
24 hours he was dead. A simple operation to re- 
move a subdural hematoma might have saved him. 
Because the sick and injured are often taken first 
to a faith healer, the physician may see them too 
late to be able to save them. The blame for failure 
is then often unjustly placed at the door of phy- 
sicians. With a view to correcting this situation, 
the government has launched a campaign for a 
universal health and accident insurance covering 
the remaining 15 million people not yet insured. 


NEW ZEALAND 


Thoracic Trauma.—Dr. J. Borrie (Australian & 
New Zealand J. Surg. 26:229, 1957) laid down the 
following principles for the management of major 
thoracic trauma: (1) give oxygen and secure the 
airway, (2) relieve intrapleural tension, (3) relieve 
the pain, (4) stabilize the chest wall, (5) give 
blood as required, and (6) explore the chest when 
indicated. Although theoretically if these rules are 
applied all patients should recover, in practice this 
is far from being true. In a series of 30 patients 
with chest injuries, 10 had suffered a violent acci- 
dent. Six of these died; three within 6 hours, two 
within 19 hours, and one after three days. The 
author investigated the reasons for these deaths. 
The accidents that caused these fatal injuries in- 
cluded being crushed between an automobile and 
a bus, being thrown from a motorcycle, being hit 
by a truck, crashing down an embankment in a 
truck, being struck by a railway engine, and being 
tossed by a bull. 

The following plan for management was sug- 
gested: as first aid, if there is a compound frac- 
ture, especially with pneumothorax, cover the 
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wound with a large “shell dressing,” and firmly 
strap it to the chest wall with several strips of 
elastoplast; remember the possibility of associated 
lesions, especially spinal injuries; always move 
the patient carefully; and avoid giving morphine 
as this further embarrasses respiration. On admis- 
sion to the hospital, if respirations are seriously 
embarrassed, emergency tracheotomy and_inter- 
costal drainage may be required. Only after this 
should roentgenograms of the chest be made and 
further treatment given. Having seen the rapid 
improvement that occurs when thoracotomy is 
performed for those with compound fractures, as 
well as having had the opportunity of suturing 
the torn lung and evacuating a hemothorax, the 
author recommends clinical and radiologic local- 
ization of the lesion and thoracotomy for all seri- 
ous chest injuries. Sterile tracheotomy, intercostal 
drainage, chest aspirating, and bronchoscopy sets 
should be available in all emergency rooms. 


Tendon Transplants.—At a Meeting of the Otago 
Medical School Research Society (abstracted, Proc. 
Univ. Otago Med. Sch. 35:25, 1957) Dr. N. W. 
Nisbet reported that, in spite of some claims by 
Suropean authors, homogenous transplants do not 
survive in the rabbit, guinea pig, and rat and that 
it may be inferred that this also applies to most 
adult mammals, including man. Transplants were 
obtained from the tendo achillis of a suitable 
donor under aseptic conditions and transplanted 
immediately into a gap in the tendo achillis of the 
recipient. Atraumatic needles and stainless steel 
wire were used for the tendon suture, and in the 
rabbits a plaster cast was applied and retained for 
three weeks. The animals were killed at intervals 
of one week to several months. Macroscopically a 
fibrinous structure formed, which enveloped the 
transplant and became adherent to it. Later it be- 
came apparent that the transplant was inert and 
was pushed aside by the regenerated tendon. Ulti- 
mately it became a small opaque body on the sur- 
face of the latter. 

The microscopic findings were mainly those of 
regenerating tendon from the host’s tissues. The 
cells of the transplant degenerated and died, the 
center became necrotic and fragmented, and the 
normal fibrillar structure of the tendon was lost. 
The transplant was embedded in the longitudinally 
disposed cells and vessels of the regenerating ten- 
don but added nothing to the reparative process. 
The unstained injected preparations showed clearly 
that no capillaries penetrated the transplant. The 
stained sections showed that vessels penetrated the 
transplant only as part of the granulation tissue 
involved in its absorption. The surrounding host 
tissues responded to the implants by an immune 
reaction, the severity of which varied between the 
animals, being greatest in the guinea pig and least 
in the rat. Dr. Nisbet concluded that homogenous 
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tendon is capable of producing an immune re- 
sponse that varies in time of appearance, duration, 
and intensity in various animals. The transplants 
do not survive, and a successful functional result 
is due to tendon regeneration. 


Drug Cost in the Health Service.—In a note cir- 
culated to all physicians the health department 
pointed out that the heaviest drain on available 
funds came from the costly preparations frequently 
prescribed. An analysis of 21,000 prescriptions from 
the Wellington area was made. The most expensive 
items included tetracycline, acetazolamide, pheny]- 
butazone, sulfisoxazole (tablets and syrup), peni- 
cillin V (tablets and suspension), alseroxylon, res- 
erpine, chlorpromazine, chloramphenicol (capsules 
and palmitate), propantheline, ethisterone, dipheny]- 
hydantoin (tablets and capsules), vitamin By». with 
intrinsic factor concentrate, chlorcyclizine, amesec, 
and sulfamethizole. The most expensive prescrip- 
tions were those for tetracycline and chlorampheni- 
col capsules. These two preparations alone cost 
the health service about $1,050,000 a year. Physi- 
cians are asked to consider whether plain penicillin, 
which is safer and cheaper, and a sulfonamide 
would not be better treatment than a broad-spec- 
trum antibiotic in some cases. 


Stillbirths and Neonatal Deaths.—The obstetric re- 
search committee is investigating the causes of 
stillbirth and neonatal deaths. Under international 
agreement all members of the profession practicing 
obstetrics are asked to complete a form in all cases 
of stillbirth from the 20th week of gestation on. 
The committee recommends that whenever a diag- 
nosis is in doubt an autopsy of the stillborn child 
be conducted. This can be done in all the large 
centers by a pathologist and is free of charge to 
the patient and doctor. In smaller centers or coun- 
try districts, the physician concerned can perform 
the autopsy. This procedure should not only help 
the physicians but should also be of great com- 
fort to the parents. In many cases of stillbirth if 
no external abnormality is evident, there is always 
a possibility that internally some severe anatomi- 
cal defect can be found to explain the death. Un- 
less a fetus is markedly macerated an autopsy 
should be performed and the committee suggests 
that an examination of the placenta be made at 
the same time. 


UNITED KINGDOM 


Deaths Due to Antibiotic-Resistant Organisms.— 
The Public Health Laboratory Service of London 
is investigating a number of deaths that occurred 
during the influenza epidemic from infection by 
organisms resistant to penicillin and other anti- 
biotics. In these cases death occurred rapidly with- 
in a day or two. In some hospitals wards have been 
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closed and disinfected and only the most urgent 
cases admitted. Two babies died from infection in 
the Royal Maternity Hospital, which was then 
closed temporarily. Staphylococcic infection was 
diagnosed in a number of persons who died in the 
recent influenza epidemic. Fifteen died in an old 
people’s home, probably as a result of such infec- 
tion. The influenza virus paves the way for the 
streptococci also, infection from which may rapidly 
prove fatal. 


Pheochromocytoma of the Bladder.—Lumb and 
Gresham (Lancet 1:81, 1958) stated that pheo- 
chromocytoma of the bladder is a rare condition. 
Theirs is the third case reported. The tumor may 
produce pressor amines giving rise to striking clini- 
cal findings. The patient was a woman of 48 who 
at the age of 13 began to have curious attacks of 
extreme palpitation, bursting headaches, pallor of 
the face and hands, sweating, and coldness of the 
extremities after micturition. These attacks lasted 
only a few minutes and ceased with the menarche. 
They reappeared when the patient was 41 and 
gradually increased in frequency and intensity, un- 
til they occurred after every act of micturition and 
lasted half an hour. On the admission of the pa- 
tient, her blood pressure ranged from 160/100 to 
230/110 mm. Hg. As the basal metabolic rate was 
+33% and there was an equivocal response to 
phentolamine, a diagnosis of paroxysmal tachycar- 
dia occurring in a patient with hyperthyroidism 
and hypertension was made. Several years later a 
prolonged bout of hematuria led to readmission 
and cystoscopy. A smooth tumor was observed in 
the bladder, and as the urine was found to contain 
0.8 mg. of levarterenol bitartrate per milliliter, the 
authors thought that it might be a pheochromocy- 
toma. The tumor was removed, the blood pressure 
being controlled with phentolamine and levartere- 
nol. It had the appearance of a pheochromocytoma 
and contained 2.3 mg. of epinephrine and levar- 
terenol per gram. The symptoms disappeared after 
the operation. The attacks were attributed to the 
squeezing of the tumor and liberation of pressor 
amines by contraction of the bladder muscles. 


Penicillamine and Hepatolenticular Degeneration. 
—It is now established that in patients with hepati- 
colenticular degeneration there is an inability to 
synthesize the copper-binding serum-protein cerulo- 
plasmin, with the result that the plasma copper is 
low and there is increased excretion of copper in 
the urine. Walshe showed that penicillamine hydro- 
chloride given by mouth in doses of 1.5 Gm. daily 
promotes the excretion of copper in patients with 
this disease, and with Osborn (Brit. M. J. 1:70, 
1958) he investigated by a tracer technique the 
comparative merits of penicillamine and dimer- 
caprol in promoting cupruresis in this condition. 
The excretion of an injected dose of 100 uc of Cu®* 
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was followed in a normal subject and in three pa- 
tients with lenticular degeneration before and after 
oral treatment with penicillamine and intramuscular 
injections of dimercaprol. Determinations of uri- 
nary copper were made by chemical and radio- 
active methods. It was found that penicillamine 
actively increased the excretion of copper, being 
superior to dimercaprol in this respect. Most of 
the injected copper was concentrated in the liver 
within 10 hours in the normal subject, reaching a 
miximum of more than 90% and decreasing steadily 
to 70% by 50 hours. In the patients with lenticular 
degeneration, however, the concentration of copper 
in the liver never exceeded 50%. These results sup- 
port the currently held theory of copper metabo- 
lism, that in normal persons almost all the ingested 
copper in the body is firmly bound to protein with- 
in 24 hours, whereas in lenticular degeneration it 
mixes with a large body pool of copper and not 
being bound is largely excreted into the urine by 
the glomeruli. 


Intraglossal Injection.—In the treatment of uncon- 
scious or anesthetized patients it is often necessary 
to give intravenous injections. In the obese or col- 
lapsed patient it may be impossible to find a vein, 
and intramuscular injections may require 10 min- 
utes or more to take effect. The alternative is to 
give the injection into any highly vascular organ 
to obtain a rapid effect. Such an organ is the 
tongue. Bullough (Lancet 1:80, 1958) used the 
tongue in unconscious patients in emergencies and 
in anesthetic practice when veins were inaccessible 
or collapsed. The onset of action after intraglossal 
injection is 45 to 90 seconds, or almost as quick as 
that after an intravenous injection. The needle is 
inserted by way of the ventral surface because 
bleeding on its withdrawal is less common at this 
site. Care is taken to avoid the sublingual veins on 
either side of the midline. Provided a sharp 16 to 
18-gage needle is used there is little bleeding on 
withdrawal of the needle. Volumes up to 2 ml. can 
be given in this way. Bullough warns against the 
injection of irritant solutions, such as soluble bar- 
biturates, phenothiazine derivatives, or strong solu- 
tions, except as a life-saving measure. 


Congenital Galactosemia.—Hitherto the inability of 
some infants to metabolize galactose normally has 
not been discovered until the signs and symptoms 
of galactosemia have been produced by the inges- 
tion of milk. The clinical syndrome, which includes 
mental deficiency, could be avoided if the condition 
were diagnosed at birth before milk is given. A 
galactose-tolerance test may be dangerous for a 
child with congenital galactosemia. Schwarz and 
co-workers (Lancet 1:24, 1958) devised a method 
of detecting congenital galactosemia just after birth 
by using cord blood. Their method is based on 
the observation that incubation of galactosemic 
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erythrocytes with galactose leads to accumulation 
of galactose-1-phosphate in the cells. The amount 
of the latter that accumulates in normal erythro- 
cytes in such circumstances is much smaller. The 
erythrocytes are incubated first with galactose and 
then with glucose. The free sugar is then washed 
out with saline solution, and after removal of pro- 
tein the total organic and inorganic phosphates are 
precipitated as barium salts, and the galactose and 
glucose-l-phosphates selectively hydrolyzed to free 
galactose and glucose. These sugars are separated 
chromatographically, and the amount of galactose 
is estimated by comparison with known quantities 
of the latter chromatographed simultaneously. The 
test can be made in the absence of any clinical 
signs or symptoms of congenital galactosemia and 
without a galactose-tolerance test. It would not be 
possible to carry out the test on all newborn in- 
fants, but it could be used in patients with a family 
history suggestive of the disease, or for confirming 
the diagnosis in untreated or suspected cases. The 
infant can then be given a galactose-free diet if 
necessary, and saved from the damaging effect of 
dietary galactose. Galactose can enter the fetal tis- 
sues in utero, even though it cannot be detected 
in the mother’s blood. 


Numismophagia.—Surgeons at Sedgefield General 
Hospital, Durham, recovered 424 coins and 27 
pieces of wire from the stomach of a man aged 54. 
He survived the operation, during which 366 half- 
pennies, 26 sixpences, 17 threepenny pieces, 11 
pennies, 4 shillings, and the wire, weighing a total 
of 5 lb. 1 0z., were removed. These were swallowed 
over a period of several years. The patient was 
admitted to hospital with a history of loss of weight 
and anorexia. 


Adrenocortical Hormones and Surgery.—There is 
still a widespread belief that the administration of 
adrenocortical hormones adversely affects healing 
and resistance to infection, and that for this reason 
care should be exercised in giving them just before 
or after operations. Popert and Davis, (Lancet 
1:21, 1958) however, showed that these hormones 
add no risk to operations, do not delay healing, 
and do not increase complications. They recorded 
the results of 36 operations performed on patients 
under treatment with adrenocortical hormones for 
rheumatoid arthritis and other collagen diseases. 
Immediately before the operation, all the patients 
were receiving cortisone, an analogue, or cortico- 
tropin in amounts sufficient to suppress at least 
partly the symptoms of their disease. The patients 
underwent orthopedic, abdominal, and ear, nose, 
and throat operations, cesarean section, mastecto- 
my, repair of hernia, and multiple dental extrac- 
tions. The dosage of cortisone varied from 75 to 
100 mg. daily, and analogues were given in corre- 
sponding doses. Wound healing was normal, except 
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in two patients who were receiving corticotropin 
and who showed evidence of excessive adrenal 
stimulation at the time of operation. Bone repair 
was normal in the orthopedic cases. There was no 
evidence of exacerbation of peptic ulcers in those 
patients with this condition. Only two patients had 
slight superficial wound infections. In five patients 
on whom operation was performed in a septic field, 
no special precautions were needed, and resolution 
was rapid and uneventful. The authors concluded 
that operations performed during long-term treat- 
ment with adrenocortical hormones carry no in- 
creased risk of complications, provided there are no 
gross signs of overdosage, and the administration 
of the hormones is not interrupted. 


Psittacosis.—Dr. Andrew Semple, health officer of 
Liverpool, claimed that the apparently harmless 
pastime of feeding pigeons in city squares may 
cause psittacosis. He and his staff found the virus 
in more than a third of the pigeons examined after 
a roundup of wild and tame birds. They believe 
that pigeons are a dangerous reservoir of disease. 
Many people feed pigeons. If they must do this, 
they should keep well away from the birds and 
not handle them. Two cases of psittacosis in one 
family were traced to homing pigeons. Those af- 
fected fed and fondled the birds. The virus is found 
in the nostrils and during preening reaches the 
feathers, from which it is transmitted to those han- 
dling the pigeons. Psittacosis is more common than 
is suspected, and is responsible for a number of 
cases of fever of unknown origin. 


Neomycin for Hepatic Coma.—According to Sher- 
lock and co-workers (Lancet 2:1263, 1957) the syn- 
drome of hepatic precoma and coma in patients 
with liver disease is related to the absorption of 
toxic substances from the intestines that are prob- 
ably derived from bacterial action on nitrogenous 
material. In order to diminish the intestinal action 
of bacteria in these patients the authors treated 
them with neomycin. Eight patients with cirrhosis 
and chronic portal-systemic encephalopathy and 12 
patients with acute hepatic coma were given 4 to 
10 Gm. of neomycin daily for as long as ten months. 
Six patients showed pronounced clinical benefit. 
Within a week the “flapping” tremor disappeared, 
coordination improved, and there was increased 
ability to perform mental function tests. Improve- 
ment was associated with a fall in the fasting ar- 
terial blood ammonium level and an improvement 
in the electroencephalogram. Fetor hepaticus dis- 
appeared in six of seven patients with chronic he- 
patic disease. Symptoms returned in some of the 
patients on stopping treatment with neomycin. 
With treatment, the stools became bulgy, pale, and 
usually odorless. Escherichia coli was not found in 
the stools of patients receiving neomycin for sev- 
eral weeks. The fecal flora returned to the pre- 
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treatment figure within a week of stopping of treat- 
ment. Diarrhea and oral moniliasis occurred as 
complications in some of the patients. 

Neomycin is useful not only in controlling symp- 
toms when restriction of dietary protein has failed 
but also in allowing a larger intake of protein. The 
success of the neomycin treatment confirms the 
suggestion that some product of bacterial action 
on protein in the intestine is at least partly respon- 
sible for the neuropsychiatric changes in some pa- 
tients with liver disease. Unfortunately treatment is 
expensive, one month’s supply of neomycin for one 
patient costing $220 at hospital rates. 


Danger in Multiple Sclerosis Vaccine.—Dick and 
co-workers (Brit. M. J. 1:7, 1958) investigated a 
vaccine that Russian workers claimed to be effec- 
tive in the treatment of multiple sclerosis. This 
vaccine consists of a formalinized suspension of 
the brains of rats or mice infected with the S. V. 
strain of a virus of acute encephalomyelitis of man. 
A specification has been drawn up by the State 
Medical Testing Laboratory, Moscow, and the 
vaccine is manufactured and distributed by the 
Metchnikoff Institute in Kharkoy. The virus was 
recovered in the course of research on the cause 
of multiple sclerosis. The virus appears to be a 
rabies virus. The authors demonstrated Negri bodies 
in mice inoculated intracerebrally. They were un- 
able to confirm the Russian claim of specific neu- 
tralization of the virus by serums from patients 
with multiple sclerosis. They pointed out that the 
Russian claim of a 30% improvement in patients 
with the disease treated with the vaccine was of 
the same order as the 44% of spontaneous remis- 
sions occurring in untreated patients. Owing to the 
possible danger of using a rabies vaccine, and its 
doubtful effectiveness in the treatment of multiple 
sclerosis, the authors warned against its use. 


Anomalous Sedimentation Rates.—Shannon and By- 
waters (Brit. M. J. 2:1405, 1957) stated that when 
the sedimentation rate was estimated by the Win- 
trobe method the incidence of misleading results 
was high enough to outweigh its advantages, which 
were mainly of a technical nature. They based their 
evidence on 19,000 sedimentation rates obtained by 
the Wintrobe method. Duplicate readings were 
made on 2,500 of these, using the Westergren meth- 
od, the results being correlated with the clinical 
condition of the patient. Anomalous values from 
the Wintrobe method occurred in 4.6% of all read- 
ings. The erroneous results were shown to be due 
to the additive effects of the inadequate bore of 
the Wintrobe tube, a high plasma viscosity, and 
a hematocrit level above 40 ml. per 100 ml. As the 
hematocrit level increases above this figure, the in- 
cidence of erroneous results increases rapidly. No 
adequate method of correction based on the hemat- 
ocrit level alone can be applied. 
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CORRESPONDENCE 


THE LAGGING OUTPATIENT DEPARTMENT 
—A PROBLEM IN HOSPITAL ORGANIZATION 


To the Editor:—Improved physical facilities and 
more scientific methods for diagnosis and treatment 
have been resulting in progressively better care 
for the inpatient, while the outpatient, it is gener- 
ally admitted by modern students of the subject, 
has been denied many of the benefits of organiza- 
tional progress in the general hospital. One cannot 
stress too strongly the need for creating conditions 
under which outpatient clinics—those stepchildren 
of the hospital family—can be enabled to give a 
higher quality of care. Clearly, the emphasis in the 
prevention and management of illness must also be 
felt by the ambulatory patient. The needs of the 
outpatient must be given at least equal considera- 
tion with those of the inpatient. Where the out- 
patient clinic is lacking in the essentials for diag- 
nosis and treatment by a competent medical staff, 
preventive opportunities may be lost until illness 
reaches an advanced stage. A higher quality of 
service in the early stages of illness may lessen 
the need for hospitalization, and the continuing of 
the care of patients on their discharge from the 
wards may help to clinch the cure. 

The high and progressively increasing cost of in- 
patient care should, in itself, compel the improve- 
ment of the care of patients in outpatient clinics. 
In a typical large voluntary hospital in New York 
City the cost ot hospital care per patient-day is ap- 
proximately $26; outpatient care comes to $6 per 
visit. Any plan for improvement, however, must be 
based on a thorough analysis of existing conditions 
of service. kor this purpose an up-to-the-minute 
study of selected clinics by a mixed group of 
skilled protessionals is proposed. Since the internal- 
medical clinic is usually the distributing center for 
the outpatient service as well as a screening clinic 
for admission to the wards, such a study might well 
begin with this department. It should aim toward 
equalizing inpatient and outpatient care and should 
include an estimate of costs in relation to the finan- 
cial possibilities of the hospital. 

Subjects to be studied with particular care should 
be records and organization and their relation to 
inpatient service, including information on patients 
reterred to and from hospital and clinic, with rea- 
sons for the transter; laboratory service; equip- 
ment; conditions under which doctors serve pa- 
tients; doctor-time per patient; auxiliary personnel 
available to the staff, such as secretaries, nurses, 
social service workers, dietitians, and interpreters; 
use of volunteer help; and adequacy and arrange- 
ment of space for waiting rooms and examining 
rooms, with emphasis on privacy. Medical execu- 
tives and hospital trustees could serve their com- 


munities better by undertaking such studies. If a 
representative communal organization covering a 
wider area than that of a single hospital will co- 
operate, a correspondingly greater influence on 
hospital policy can be expected. The medical pro- 
fession owes it to itself to promote such an inves- 
tigation. 

ArtHUR Bookman, M.D. 

33 E. 70th St. 

New York 21. 


WHEEL CHAIRS 


To the Editor:—The editorial on the wheel chair 
appearing in the Jan. 25, 1958, issue of THe Jour- 
NAL, page 375, is a timely reminder that techniques 
and technical devices work better if the individual 
needs of individual patients are taken into account. 
\s is stated, the patient requiring a wheel chair 
“will get the best wheel chair for his needs only if 
his physician takes the time to evaluate those 
needs.” 

Although the emphasis of the editorial was on 
the physical needs of the patient, his emotional 
needs are also of great importance and indeed 
may be crucial in determining the success or fail- 
ure of his adaptation. In our striving, competitive 
culture, the wheel chair is a powerful symbol of 
dependency, often viewed by the disabled person 
with partly unconscious ambivalent feelings, the 
conscious component of which may be a rejection 
of the whole idea. A patient with this kind of con- 
flict will feel resentment and despair, and it is very 
likely that he will have many bitter complaints 
about his wheel chair which no amount of adjust- 
ment of the chair itself will satisfy or that he will 
develop any of a variety of psychopathological 
states. 

To the extent that the physician is aware of these 
psychological factors and their possible effects on 
his patient’s ability to live with a wheel chair, he 
will be in a better position to meet his patient's 
real needs, emotional as well as physical. He will, 
in every case, attempt to understand something of 
the significance of the wheel chair to his patient, 
and, if negative or unrealistic attitudes are evident, 
he can do a great deal in helping the patient dis- 
tinguish symbolic bugaboos from his own real best 
interests. In some cases it may even be advisable 
to defer the prescription of a physically needed 
wheel chair until the patient has become better 
able to accept it for what it is and what it can do 
for him. 

Paut Cuoporr, M.D. 
1904 R St., N. W. 
Washington, D. C. 
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LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Weight to Be Given to Paternity Test in Bastardy 
Case.—The complainant, an unmarried woman, filed 
a bastardy proceeding in which she alleged that the 
defendant was the father of a child previously born 
to her. The defendant pleaded not guilty and filed 
a motion for a blood test of the child, which was 
granted. The case was heard in the juvenile court of 
Ohio. 

At the trial, the defendant objected to being 
called on  cross-examination on constitutional 
grounds and his objection was sustained. Further- 
more, he did not testify on his own behalf. The 
only witness he called was the doctor who had 
been appointed by the court to make the blood 
grouping tests. Dr. Marsters, a clinical pathologist, 
specialized in blood groups. He was head of 
clinical chemistry at Cleveland City Hospital and 
in charge of its blood bank. He was also assistant 
professor of biochemistry in the Department of 
Pathology at Western Reserve University School 
of Medicine and author of published learned papers 
on: “Determination of Non-Paternity of Blood 
Groups.” His qualifications as an expert serologist 
were not questioned by the complainant. He re- 
ported, in part, as follows: “The data on the Rh 
factor C, however, indicate that an exclusion of 
paternity is established on this basis. Both Hope 
Steiger and Bruce Gray are negative for the C fac- 
tor and therefore lack this particular blood antigen. 
On the other hand baby Norma June Steiger is C- 
positive and therefore possesses this particular blood 
antigen. Since these blood factors can only be in- 
herited from the parents and since both of these 
adults lack the C, then some other man than Bruce 
Gray must be the father of this child.” 

The existing Ohio statute does not make the re- 
sult of blood grouping tests establishing an ex- 
clusion of paternity conclusive. Therefore, when 
scientific testimony regarding results of blood 
grouping tests and the testimony of lay persons as 
to facts conflict, as they do in this case, the jury or 
the trial court must determine the relative weight 
of both types of evidence. The question therefore 
arises, said the court, what weight and value 
shall the court give to uncontradicted blood 
grouping test evidence submitted by a qualified 
expert? 

It is apparent, continued the court, that the testi- 
mony adduced from the parties and other lay per- 
sons in bastardy proceedings, by its very nature, 
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may be susceptible to doubt and question. It is 
usually self-serving. The alleged intercourse between 
the woman and the putative father is almost always 
carried on clandestinely and secretly. Seldom if 
ever is there any reliable corroborating eye-witness 
testimony. Circumstantial evidence must be relied 
upon to a great extent. In other words, the testi- 
mony in such cases may be as reliable or as un- 
reliable as the persons giving it. On the other hand 
an exclusion of paternity based on the blood groups 
represents a finding of a rather exact science and 
is not simply testimony of a lay witness or even the 
opinion of an expert. Blood-grouping test results 
are governed by the immutability of the scientific 
law of blood grouping and are based upon the 
scientific principle that the type of blood of a child 
is inherited from a combination of blood groups in 
the blood of its parents. In the instant case, con- 
tinued the court, there being a positive C factor in 
the blood of the child, that blood factor must have 
been inherited from either the father or mother or 
both. Since the mother’s blood lacks the C factor, 
the child must necessarily have inherited that 
factor from its father. But inasmuch as the de- 
fendant in this case also lacks the C factor, it 
follows as a matter of scientific certainty that 
some man other than the defendant fathered this 
child, and the defendant must be excluded as the 
parent. 

Of course, the infallibility of the results of blood 
grouping tests may depend upon the skill employed 
in making them and may be subject to errors result- 
ing from the lack of training of the serologist, the 
use of commercial sera, the failure to make proper 
counter tests, et cetera. But where it is shown 
that the person making the tests is qualified, that 
proper safeguards were drawn around the test- 
ing procedure, and that no discrepancies were 
found in the testing methods, a court is warranted 
in taking judicial notice of the correctness of such 
tests. 

Enlightened judicial acceptance of the verdict of 
science, therefore, must result in the conclusion 
that where blood grouping tests in a bastardy pro- 
ceeding prove nonpaternity, the court is not war- 
ranted in closing its mind to the conclusion that 
science declares is established—unless there is proof 
that the tests were not properly made, or that con- 
ditions did not exist to make the biological law 
operative. 

The defendant was therefore found not guilty. 
State v. Gray, 145 N.E.(2d) 162 (Ohio, 1957) 
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THE LEISURE CORNER 


PUPPETS AND MARIONETTES 


For centuries the puppet theater has occupied 
a prominent place in the world of amusement. 
Gordon Craig, the greatest modern authority on 
puppets, defines a puppet as a model of a man in 
motion. While puppets usually represent man, they 
also are models of animals, birds, fish, or any other 
creature or thing, real or imagined. A puppet must 
be moved by human contact, either directly or 
through strings or other mediums. If it is moved by 
machinery or clock work, it is not a puppet but 
becomes a mechanism or automaton. The puppet 
family is a great one in size, variety, and antiquity. 
In the National Museum in Washington, D. C., in 
the New York Museum of Natural History, in the 
Brooklyn and Chicago museums, a strange variety 
of puppets may be seen from all ends of the earth. 
Marionettes are worked by threads, cords, wires, or 
rods. They are usually swung from above, like those 
of the late Tony Sarg; but sometimes they are 
moved from below, not on the hand like fist pup- 
pets, but by rods. Some marionettes slide along in 
grooves. The usual, or dangling, type of marionette 
is generally slim, limber-jointed, and very agile. 
Fist puppets are also known as hand, finger, or mit- 
ten puppets. They consist simply of a small garment 
or mitten, to which are attached a head and hands. 
These are worn on the puppeteer’s hand like a 
glove and are worked with his fingers. 

Marionettes are far from a childish hobby. The 
poet Goethe surrounded himself with marionettes 
most of his life, and wrote of the marionettes and 
for them in the most charming manner. Few people 
realize that Socrates was an early forerunner ot 
Edgar Bergen in his use of the puppet as a mouth- 
piece. Aristotle wrote that “by a mere pulling of 
strings the little figures could be made to use heads 
and hands, then eyes and shoulders and_ legs.” 
Voltaire, who hated puppets at first, became a 
devotee when he found they could be made to 
assume responsibility for some of his more daring 
opinions. There is an endless list of marionette 
admirers, including Archimedes and Plato, Michel- 
angelo and Goldoni, the composer Brahms, Shake- 
speare, Hans Christian Andersen, Molié¢re, Anatole 
France, and George Bernard Shaw. 

Marionettes are constructed of many different ma- 
terials and fall into three types of categories, the 
naturalistic, the stylized, and the primitive. Since 
the naturalistic is the basis for all types, most peo- 
ple are accustomed to working with this type. The 
heads of most marionettes are composed of papier- 
maché or plastic wood. The bodies are either cut 
from cloth, according to a pattern, then sewed, 
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weighted and stuffed, or else constructed of wood, 
being jointed with various connecting materials 
such as cloth, leather, screw eves, cord, or trunk 
fiber. Many stores sell ready-made marionettes, 
which are interesting and can be used to depict 
a variety of characters. 

The particular aptitude that goes into making a 
good puppeteer is hard to define. It is known, how- 
ever, that besides possessing manual dexterity, the 
puppeteer must have a certain objective as well as 
an extrovert personality. He should be able to lose 
himself completely in the identity of his puppet. 
He must therefore have a good sense of behavior, 
and, needless to say, a good sense of humor. 

Beginners who have never handled puppets will 
often gingerly pull at every string just to see what 
action ensues. When the control is tilted from side 
to side, the puppet’s head will move accordingly; 
when the control is dipped forward, the puppet 
bends forward. When the foot stick is held in ad- 
vance of the control, tilting it from side to side will 
make the puppet walk. 

With continual practice the operator will find 
that he is able to master the right string in the 
dark, without consciously looking for it. In this 
way he can make the entire marionette figure co- 
ordinate as a whole. In the process of practicing, a 
full-length mirror is very helpful. There you mav 
stand, manipulating strings unti] the puppet will 
unerringly do your bidding and until your hand 
immediately obeys your own brain impulses as to 
the movement of strings. 

It is almost impossible for the medical puppeteer 
not to compare the control strings of a marionette 
to the brain and nervous system. They are, in a 
sense, an extension of our own abilities through the 
action of strings. Until the strings are manipulated, 
a puppet is, after all, only a doll. Once a puppet is 
blessed with movement, it is difficult to regard it 
as a lifeless object without an individual personality. 
That is why many doctors who have worked with 
puppets for many vears have never been able to 
destroy them. 

The properties that are part and parcel of a 
marionette theater have all the charm of museum 
pieces. Parenthetically, it is just as much fun build- 
ing puppet props as it is making the figures them- 
selves. After you have made a few puppets and 
perhaps produced a show or two, you will appreci- 
ate the great antiquity of the marionette. Puppets 
of one sort or another have been part of the his- 
torical scene since the dawn of civilization. Tribes 
used puppets in their tribal ceremonies in pre- 
historic days. As man emerged from the Stone Age, 
he used small moving images, first as religious 
symbols, then for amusement. Some historians be- 
lieve that puppets preceded living actors in the 
theater. 
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During the Middle Ages puppets owed their sur- 
vival to the sanctuary of the Christian church. In 
order to bring reality to the teachings of Christ, 
monks made beautiful little figures depicting scenes 
from the Bible, carving them of wood, and richly 
clothing them. In Germany, where they were 
brought hundreds of years before by Roman con- 
querors, puppets attained a degree of perfection 
never before equaled in the Western World. In 
Italy, Michelangelo contributed suggestions and 
designs for hand puppets, dressing them in sack-like 
garments of brightly colored cloth. Pulcinella be- 
came a patron Saint, and wherever puppet show- 
men went, Pulcinella accompanied them with his 
ugly face and monstrous nose, features that always 
brought laughter to the audience. By the 18th cen- 
tury puppet shows were an accepted and important 
instrument of entertainment all over Europe and 
the British Isles, holding the same place in the 
hearts of the public as does television today. 

Today, many hospitals regard marionettes as 
having considerable therapeutic value for both 
young and old patients. Perhaps this is why pup- 
peteering has a bright forward look in the medical 
world. 


MEDICAL FILM RLVIEWS 


NEW FILMS ADDED TO A. M. A. MOTION 
PICTURE LIBRARY 


Principles of Artificial Respiration: 16 mm., color, sound, 
showing time 27 minutes. Prepared by James L. Whitten- 
berger, M.D., Benjamin Ferris Jr., M.D., and Jere Mead, 
M.D., Harvard School of Public Health. Produced in 1957 
by Science Pictures Inc., under a grant from the National 
Foundation for Infantile Paralysis. Procurable on loan ( serv- 
ice charge $1.00) from Motion Picture Library, American 
Medical Association, 535 North Dearborn St., Chicago 10. 

The film shows the application of artificial res- 
piration by a variety of techniques to a number of 
different human subjects in various situations, 
particularly industrial accidents and hospital con- 
ditions. These views are accompanied by animated 
diagrams to clarify the anatomy involved and to 
illustrate by physiological considerations the 
urgency of any situations involving asphyxia. In 
view of the speed of the narration and the com- 
plexity of the physiological ideas, presented early 
in the film, even an audience of medical students 
and physicians should be prepared by some intro- 
ductory remarks before they see it. If this film has 
a weakness, it is in the presentation of the pre- 
liminary argument about the relative importance of 
oxygen want as compared with carbon dioxide ex- 
cess. This is undoubtedly intended to anticipate 
objections from physicians still influenced by the 
fear of acapnia inculcated so vehemently by the 
late Yandell Henderson. Because it is so compli- 
cated, it might well be replaced by the simple 
statement that over-ventilation rarely occurs and 


that the damage of over-enthusiastic application of 
artificial respiration (barring broken ribs) are noth- 
ing compared to the danger of oxygen lack result- 
ing from delay or otherwise inadequate ventilation. 
This film deserves the highest praise, and it is prob- 
ably best adapted to audiences of medical stu- 
dents, nurses, and physicians who need to be 
brought up to date on the most recent develop- 
ments of artificial respiration, namely, the back 
pressure arm lift method and the mouth to mouth 
or mouth to nose technique. 


The following films were produced in 1957 by Churchill- 
Wexler Film Productions, Los Angeles, for the American 
Heart Association and are procurable on loan (service charge 
$1.00 each) from Motion Picture Library, American Medical 
Association, 535 N. Dearborn St., Chicago 10. 

Coronary Heart Disease: 16 mm., color, sound, slowing 
time 6 minutes. 

In this film, an animated demonstration of coro- 
nary arteries, their location and function, serves as 
an introduction to a discussion of hardening of the 
arteries and angina pectoris, or coronary insufhi- 
ciency. The animation continues, showing a typical 
damaged area and the ability of other arteries to 
eventually feed this area. Heart attack, or coro- 
nary thrombosis, is also illustrated, and the film 
ends with a brief discussion on the satisfactory re- 
covery of many patients. 


High Blood Pressure: 16 mm., color, sound, showing time 
6 minutes. 

This film begins with an animated introduction 
to arteries, arterioles, and capillaries. The pumping 
action of the heart is demonstrated in connection 
with apparatus for measuring blood pressure. High 
blood pressure, or hypertension, is then discussed 
and illustrated in detail. A typical patient with 
hypertension is shown to emphasize that most pa- 
tients suffering from this condition can lead normal 
lives under the care and guidance of their physi- 
cians. 


Strokes: 16 mm., color, sound, showing time 6 minutes. 


With the use of schematic animation, the nerve 
cells in the brain and their pathways to other 
parts of the body are shown. The blood supply to 
the brain which brings food and oxygen to the 
nerve cells is also demonstrated. Interruption of 
this blood supply can be caused by hardening of 
the arteries (atherosclerosis), clot formation, or a 
break in an artery usually associated with hyper- 
tension. The result, a stroke, is illustrated in de- 
tail. A few scenes of early rehabilitation of pa- 
tients with strokes are shown. 

These three excellent films could be used sepa- 
rately or together for any lay-group instruction. 
They are scientifically accurate and are recom- 
mended for science classes in junior high and 
high schools and also for physicians who are 
called on to speak to lay groups on the subject of 
heart disease. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


A Study of the Etiological Factors in Cancer of the 
Mouth. E. L. Wynder, I. J. Bross and R. M. Feld- 
man. Cancer 10:1300-1323 (Nov.-Dec.) 1957 [Phila- 
delphia]. 


The authors report on 659 patients, 543 men and 
116 women, with cancer of the oral cavity who were 
studied in an attempt to determine the influence 
that environmental factors may have on the devel- 
opment of cancer of the oral cavity and to deter- 
mine whether these factors could account for 
differences in the incidence pattern for this type 
of cancer. For the study of possible causative fac- 
tors, the patients with cancer of the oral cavity 
were matched with 439 controls, including patients 
with benign diseases of head, neck, and thorax, 
lymphomas, and cancers of the lower gastrointes- 
tinal tract. The incidence pattern of cancer of the 
oral cavity showed a predominance of men affected 
with this disease. It showed a leveling off and per- 
haps even a slight decrease of the incidence in men 
at the present time, while a small increase was 
noted among women. 

Smoking was an important factor in the develop- 
ment of cancer of the oral cavity. Only 3% of the 
543 men with cancer of the oral cavity never 
smoked, in contrast to 10% of the controls, but 29% 
were excessive smokers as compared with 17% of 
the controls. In contrast to studies on cancer of the 
lung in which cigar and: pipe smoking were found 
to play a minimal role, cigar and pipe smoking in- 
creased the risk for cancer of the oral cavity more 
than cigarette smoking did. Thirty-four per cent of 
the patients with cancer of the oral cavity were 
cigar and/or pipe smokers, in contrast to 21% of 
the controls and 7% of patients with cancer of the 
lung. Tobacco chewing was of some, although 
lesser, importance in the development of cancer of 
the oral cavity. Seventeen per cent of the patients 
were tobacco chewers, in contrast to 9% of the 
controls. In women also cigarette smoking repre- 


The place of publication of the periodicals appears in brackets pre- 
ceding each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individuals in continental United States or Canada who 
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addressed “Library, American Medical Association.” Periodical files 
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sented a factor in the development of cancer of the 
mouth. There were twice as many nonsmokers 
among the controls than among the patients, and 
there were 3 times as many chain smokers among 
women with cancer of the oral cavity than among 
the controls. 

Alcohol consumption, particularly whiskey con- 
sumption, represented an important factor in the 
development of cancer of the oral cavity. The main 
effect was on patients who drank 7 oz. of whiskey 
or more a day. Thirty-three per cent of the male 
patients with cancer of the oral cavity drank this 
amount, as compared with 12% of the controls. 
Syphilis was of significance in the development of 
cancer of the lip and the anterior two-thirds of the 
tongue. It is not clear whether this relation is a 
result of syphilitic glossitis or whether it is related 
to the arsenic therapy that most of the patients re- 
ceived. Trauma and dental irritation were not 
significant factors in the development of cancer of 
the mouth. Edentia was more common among pa- 
tients with cancer of the mouth, particularly in 
women. Pregnancy had a significant influence on 
edentia. The fact that no major change in the inci- 
dence of cancer of the oral cavity has been seen in 
men is consistent with the data presented. The 
increase in tobacco use has been primarily an in- 
crease in cigarette consumption. This would influ- 
ence an increase in the incidence of cancer of the 
lung but not that of cancer of the oral cavity in 
which cigarettes appear to play a lesser role than 
cigars and pipes. For the latter 2 types of smoking 
there has been a slight decrease in consumption. 
The amount of tobacco chewed has also declined 
during recent years. The slight increase in cancer 
of the oral cavity in women is compatible with the 
fact that few women have been smoking more than 
20 years. The factors of tobacco and alcohol con- 
sumption are, therefore, consistent with the inci- 
dence rate for cancer of the oral cavity as it exists 
in the United States today. For cancer of the lip, 
exposure to sunlight is of additional causative 
significance. Since tobacco and alcohol consumption 
are to be considered the major extrinsic factors in- 
fluencing the development of cancer of the oral 
cavity, it is estimated that the rates for men and 
women would be similar if either the exposure of 
women to these agents would be increased or the 
exposure of men decreased. This would mean that 
if the exposure were, in fact, decreased the inci- 
dence of cancer of the oral cavity in men would 
drop from 19 to 5 per 100,000. In view of the fact 
that at least some of the cases of cancer in women 
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are also influenced by tobacco and alcohol, the 
actual incidence rate might be even lower. These 
data indicate that about 4 out of 5 cases of cancer 
of the oral cavity in American men are preventable. 


Digitalis Intoxication: A Review and Report of 
Forty Cases, with Emphasis on Etiology. M. W. 
Shrager. A. M. A. Arch. Int. Med. 100:881-893 
(Dec.) 1957 [Chicago]. 


The author reviews observations on 40 selected 
patients with digitalis intoxication. Age was not 
found to be a barrier to effective therapeutic exhibi- 
tion of digitalis. The type of heart disease was not 
significant, except that acute myocardial infarction 
seemed to predispose to development of toxicity in 
3 patients. Digitoxin produced severer toxicity with 
fewer warning gastrointestinal symptoms than did 
digoxin. Nausea and vomiting were the most promi- 
nent symptoms, but anorexia was often missed as 
an early symptom of intoxication. “Neurologic” 
symptoms were a common manifestation of digitalis 
intoxication, but these were usually accompanied 
also by gastrointestinal symptoms. Ninety-three per 
cent of the patients had pulse irregularities; brady- 
cardia was found in 25%. Arrhythmias were demon- 
strable by electrocardiography in 95% of the cases, 
but auricular fibrillation was attributable to digi- 
talis intoxication in only 3 of 14 cases reported with 
this arrhythmia and was accompanied by other 
arrhythmias in 11 of these 14 cases. Bigeminy was 
present in 25% of cases of intoxication. Six patients 
with refractory heart failure are reported, 5 of 
whom improved with the withdrawal of digitalis. 
Failure to attribute advancing congestive heart 
failure to digitalis intoxication may be a serious 
error. When clinical signs and symptoms are com- 
patible with both congestive heart failure and 
digitalis intoxication and if the congestive failure 
has not previously responded to adequate digitalis 
dosage, benefit will often be obtained by stopping 
or reducing rather than by increasing dosage or by 
exhibiting potassium or procainamide. 

In 80% of the patients the digitalis intoxication 
could have been prevented by the attending physi- 
cian, and 88% of these could be attributed to errors 
in dosage. A common error, responsible for 9 cases 
(23%) of toxicity here reported, was an attempt to 
control intractable failure by exhibiting high-main- 
tenance doses or by adding frequent small supple- 
mentary doses to an already adequate maintenance 
dose. If dosage is to be increased in such cases, 
electrocardiograms should be made frequently and 
the patient should be observed in a hospital in 
order to spot early signs or symptoms of intoxica- 
tion. Small increases of dosage are especially haz- 
ardous in patients with any of the well-known 
limitations to digitalis therapy, namely, poor myo- 
cardial status, electrolyte imbalance due to diuresis 
and congestive failure, acute myocardial irfarction, 
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pulmonary embolism, severe kidney disease (espe- 
cially with oliguria), and advanced liver disease. 
Failure to follow patients who were receiving a 
normal maintenance dose of digitalis preparations, 
inadequate individualization of these “normal” 
doses, and especially failure to reevaluate dosage 
on the basis of advancing congestive failure and 
other criteria which may predispose to digitalis in- 
toxication were common errors. The potential 
gravity of the syndrome of digitalis intoxication 
and the results of therapy with oral potassium and 
discontinuation of digitalis are evaluated. In a smal] 
number of cases the average time for disappear- 
ance of symptoms or signs of intoxication due to 
digoxin was 2-3 days and with digitoxin, 9 to 11 
days. 


Auricular Fibrillation: Report on a Study of a 
Familial Tendency, 1920-1956. W. L. Gould. A. M. A. 
Arch. Int. Med. 100:916-926 (Dec.) 1957 [Chicago]. 


The record of a continuing 36-year study of a 
familial tendency toward auricular fibrillation is 
presented. A total of 113 persons in 5 generations 
of one family were studied. Of 41 members of this 
family who lived to the age of 40 years, there were 
21 with fibrillation. The condition became perpetual 
in 9 of the 22 patients who reached the 7th decade 
of life. Many of those just entering their 5th or 6th 
decade are now developing fibrillation. One person 
had a fibrillation for 38 years with no signs of de- 
compensation at any time. This patient had great 
difficulty in obtaining a diagnosis. The cause of his 
attacks of weakness, dizziness, and faintness could 
not be ascertained. Even during a 10-day period of 
observation and testing in a hospital no heart irreg- 
ularity was noted. Only 2 years later, when the 
attacks became more pronounced, was fibrillation 
detected. Eleven years after the original attack it 
became perpetual. 

Treatment varies from patient to patient. Persons 
with familial auricular fibrillation should not be 
treated for cardiac failure, since this type of auricu- 
lar fibrillation does not even predispose the patient 
to cardiac failure. Some patients have fibrillation 
without knowing it, while others are aware of them. 
One patient who frequently experienced fibrillation 
found that if he stopped taking his pulse too regu- 
larly he experienced fibrillation less often. When 
the fibrillation is not abated by ordinary postural 
means, intestinal evacuation for any gaseous dis- 
tention, or other methods, barbiturates are the drugs 
of choice. They appear to be far more beneficial 
than either digitalis or quinidine. Glyceryl trini- 
trate (nitroglycerin) was found to be of no use in 
treating these patients. Patients should be kept in 
good general health and avoid excesses, such as 
overeating and overfatigue, when they know that 
this may bring about an attack. Allergic manifesta- 
tions should be avoided. The prognosis for patients 
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with auricular fibrillation is that they will live 
normal healthy lives. Even with perpetual fibrilla- 
tion, most lived to old age. Major dangers of this 
condition are misdiagnosis resulting in enforced 
bed rest or diagnosis which leads to overconcern 
and »nxiety on the part of the patient. 


Unheralded Pulmonary Embolism. H. Cohen and 
J. J. Daley. Brit. M. J. 2:1209-1212 (Nov. 23) 1957 
[London]. 


Pulmonary embolism occurring in patients who 
appear to be fit and active and who have no signs 
of venous thrombosis has been termed “unheralded 
pulmonary embolism.” Pulmonary embolism is a 
common disease which accounts for 2 to 3% of all 
deaths in hospitals and is suspected in patients who 
have acute chest pains either postoperatively or 
atter prolonged bed rest. Ten cases of pulmonary 
embolism are described. None of the patients had 
signs of peripheral venous thrombosis when first 
seen, and 8 had been active until they developed 
chest symptoms, 2 having been confined to bed for 
only a week. Almost all of the patients had recur- 
rent attacks of pleurisy which did not respond to 
treatment with antibiotics, although temporary re- 
lief was forthcoming after each acute attack and 
was attributed to the antibiotic given at that time. 
A prominent feature was the absence of purulent 
sputum. The patients treated with anticoagulants 
recovered and have not developed cor pulmonale. 


Although pulmonary embolism is clinically indis- 
tinguishable from pulmonary artery thrombosis, the 
treatment for both conditions is the same and the 
important concept is that of recognition of the 
syndrome complex. 


The Prevention of Myocardial Infarction. B. Man- 
chester. A. M. A. Arch. Int. Med. 100:959-964 (Dec.) 
1957 [Chicago]. 


The author presents his experience with continu- 
ous long-term anticoagulant therapy for the pre- 
vention of subsequent coronary thrombosis and 
cardiac infarction. The observations were made 
over a period of 1 to 10 years in 712 patients with 
1 or more myocardial infarctions prior to this study. 
The incidence of subsequent myocardial infarction, 
congestive heart failure, angina pectoris, thrombo- 
embolic complications, and the survival by patient- 
year were observed in control, anticoagulant, and 
“untreated” groups. Alternate patients received an 
oral anticoagulant and ascorbic acid, while the 
control received 250 mg. daily of a placebo of 
ascorbic acid. Except for oral anticoagulants, bishy- 
droxycoumarin (Dicumarol), or acenocoumarin 
(Sintrom), both groups received the same medical 
care, dietary regimen, and digitalis, diuretics, 
and/or sedatives as required. After 10 years there 
remained 404 patients who had cooperated and 
continued uninterruptedly the medical regimen 
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outlined. Two hundred four continued to take oral 
anticoagulants (bishydroxycoumarin or acenocou- 
marin) from 1 to 10 years, and 200 were maintained 
with the placebo of ascorbic acid. Of the remaining 
308 there are 157 available for follow-up and com- 
parison; they are referred to as the “untreated” 
group and serve as another control. 

Subsequent myocardial infarction occurred in 29 
patients of the anticoagulant group (14.2%), and 6 
of these patients died; in 68 (34%) of the control 
group, and 36 of these patients died; and in 63 
(40.1%) of the untreated group, and 35 of these 
patients died. Thus, continuous long-term antico- 
agulant therapy proved effective in preventing 
subsequent myocardial infarction and increased 
patient-year survival. Such therapy is practical, 
feasible, and economical. The use of a simple capil- 
lary blood prothrombin test employed in the present 
series made the management inexpensive and prac- 
tical. The author concludes that continuous long- 
term anticoagulant therapy is a significant advance 
in the prevention of subsequent coronary throm- 
bosis. Such therapy may prolong life and produc- 
tivity. For the man who associates “heart attacks” 
with sudden death, abbreviated life span, or invalid- 
ism, this report provides a more optimistic outlook 
for the future. 


The Value of Continuous (1 to 10 Years) Long-Term 
Anticoagulant Therapy. B. Manchester. Ann. Int. 
Med. 47:1202-1209 (Dec.) 1957 [Lancaster, Pa.]. 


The author reports on the value of continuous 
long-term anticoagulant therapy, observed from 1 
to 10 years in 712 patients with one or more myo- 
cardial infarctions. The incidence of infarction, 
mortality, congestive heart failure, angina pectoris, 
thromboembolic complications, and survival by 
patient-years was observed in the control and the 
anticoagulant groups. Patients were first seen and 
followed during an acute episode of myocardial 
infarction, confirmed clinically and electrocardio- 
graphically. Alternate patients received an orally 
administered anticoagulant and ascorbic acid, 
while the controls received a placebo of ascorbic 
acid, 250 mg. daily. The result of anticoagulant 
therapy in acute myocardial infarction in the first 
500 patients has been reported previously. After 10 
years there remained 404 patients who had cooper- 
ated and continued the medical regimen uninter- 
ruptedly. Two hundred four have continued the 
oral therapy with anticoagulants (Dicumarol or 
Sintrom) for from 1 to 10 years, and 200 have re- 
ceived the placebo of ascorbic acid. Included in 
the control group are 23 patients who did not wish 
to remain on anticoagulant therapy after recovery 
from the acute infarction. 

The standards of cooperation, the number of 
visits required, and the criteria of selection were 
strictly adhered to in both groups. The therapy 
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proved practical, feasible, and economical. The use 
of a simple capillary blood prothrombin test made 
the management inexpensive and practical. The 
incidence of subsequent infarction was 3 times 
greater in the control group; the mortality rate was 
8 times more in the control than in the anticoagu- 
lant group. Continuous long-term anticoagulant 
therapy is a significant advance in the prevention 
of subsequent coronary thrombosis. The data pro- 
vide evidence that such therapy may prolong life 
and productivity. 


Myxoma of the Left Auricle. J. C. Harvey. Ann. Int. 
Med. 47:1067-1081 (Dec.) 1957 [Lancaster, Pa.]. 


Myxoma of the left atrium usually arises from 
the intra-atrial septum in the region of the fossa 
ovalis. It is attached to the wall by a pedicle of 
varying length. This form of tumor is of varying 
sizes, with smooth, polypoid surfaces. Some myxo- 
mas may have villous processes. They are composed 
of loose myxomatous tissue intertwined with elastic 
fibers and are relatively avascular. Necrosis, hemor- 
rhage, and secondary organization within the mass 
are common. On occasion, bits of tissue break off 
from the surface of the tumor, forming emboli. 
There is controversy as to whether these tumors are 
organized thrombi or actual neoplasms. Mechani- 
cally, these tumors in the left atrium offer obstruc- 
tion to the flow of blood through the atrium or 
through the mitral valve. 

The author presents 5 patients with myxoma of 
the left atrium observed on the medical service of 
the Johns Hopkins Hospital. The patients had 
symptoms and physical signs compatible with 
rheumatic heart disease and mitral valvulitis. 
Arthralgias, breathlessness, and palpitations were 
prominent. There were loud, snapping first mitral! 
sounds and apical systolic and diastolic murmurs. 
All presented findings indicative of increased pul- 
monary pressure. Each patient had an accentuated 
second pulmonic sound. In all patients except one 
the right ventricle was enlarged, as observed by 
percussion and on roentgenologic examination. The 
electrocardiogram in each instance showed right 
axis deviation. 

A significant difference exists between the ob- 
struction to the left atrial outflow produced by a 
myxoma and that produced by a stenotic mitral 
valve. Some freedom of movement is permitted the 
tumor within the atrial cavity by its stalk-like 
attachment to the interatrial septum. Thus, the 
symptoms and the auscultatory signs will vary with 
body position. The patients all reported that symp- 
toms first appeared when they stooped or bent 
forward. The onset of symptoms is sudden. Heart 
failure is progressive. Syncope is frequent. Embolic 
phenomena commonly occur in the systemic, cere- 
bral, or coronary circulations. Intermittent fever, 
petechiae, and changing cardiac murmurs often 
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suggest erroneously the diagnosis of bacterial endo- 

varditis. Laboratory aids are of little value in mak- 
ing a diagnosis. The lesion, if untreated, leads 
inevitably to death, but recent advances in cardiac 
surgery have made possible the successful removal 
of these tumors. 


Hypercholesterolemia, Xanthomatosis and Coronary 
Insufficiency. G. Welin and K. Cramér. Nord. med. 
57:765-768 (May 30) 1957 (In Swedish) [Stockholm]. 


During a 26-month period 58 cases of essential 
hypercholesterolemia, in 24 men and 34 women, 
were diagnosed among patients seeking medical 
aid because of heart disease or diffuse precordial 
pain. Tendon xanthomas were found in 32 patients, 
mainly in the extensor tendons of the fingers, and 
arcus corneae was seen in 26 patients, as a rule in 
men with severe heart disease. There was a positive 
family history of coronary heart disease in 22 cases. 
Significant endocrine factors, especially steroid 
metabolism, which is unusual in women before the 
menopause, and metabolism of thyroid hormone, 
play an essential part in maintaining a pathologi- 
cally increased serum cholesterol. Nineteen men 
had had infarction or had so grave angina pectoris 
that they were unable to work. Two patients died 
suddenly from infarction; 1 patient died from cere- 
bral thrombosis. The prognosis is unfavorable. 


SURGERY 


Intrapericardial Bronchogenic Cysts: Report of 
Two Cases and Probable Embryologic Explanation. 
C. H. Dabbs, R. Berg Jr. and E. C. Peirce II. J. 
Thoracic Surg. 34:718-735 (Dec.) 1957 [St. Louis]. 


Aside from the usual paratracheal, carinal, hilar, 
or paraesophageal location, cystic tumors of bron- 
chial origin have been reported in association with 
vertebral bodies, in the presternal area, and intra- 
pericardially. Bronchogenic cysts or “teratomas” 
are unusual within the pericardium. From the 
literature and their own observation, the authors 
have collected 20 cases of intrapericardial broncho- 
genic cysts, to which they add 2 new cases. The 
patients were women, aged 42 and 20 respectively. 
Both tumors were removed successfully, although 
they were quite large, the first having a broad aortic 
attachment measuring approximately 4 by 2.5 cm. 
The tumor in the second patient was a partially 
calcified mass, weighing 650 Gm. with a diameter 
of 10 cm. The correct diagnosis was made preopera- 
tively in 1 after clinical study which included 
angiocardiography. Although a few of the tumors 
reported in the literature are clearly teratomas, 
most of them resemble closely the tumors which 
the authors report and probably should be classi- 
fied as bronchogenic cysts. The predominating 
elements are cystic spaces lined with respiratory 
epithelium containing mucous glands, cartilaginous 
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plates, and lymphoid follicles. Squamous epithelium 
and tissue derived from gastrointestinal primordia 
may also be present. 

The following embryologic explanation for the 
bronchogenic cysts within the pericardium is ad- 
vanced. During the 28-day to 34-day period the 
“lung buds” are in close contact with the dorsal 
mesocardium and heart tube. It appears logical 
that cells having respiratory (and gastrointestinal) 
potential may become displaced, develop in juxta- 
position to the aorta and superior vena cava, and 
become sealed within the pericardium by fusion of 
the pleuropericardial fold. The few cases which are 
strikingly similar grossly but which contain tissue 
clearly of ectodermal origin must be diagnosed as 
teratoma. The authors have no adequate explana- 
tion for their similarity nor their occurrence 
here, unless it be by the same mechanism, with 
metaplasia of the primordial cells. The x-ray con- 
figuration and the deformity produced on angio- 
cardiography appears characteristic. Surgical attack 
without proper knowledge of the intimate associa- 
tion of these tumors with the cardiac chambers and 
the great vessels may be disastrous. Exact diagnosis 
and precise localization in relation to the anatomy 
of the heart preoperatively should lead to successful 
removal in most instances. 


The Endocrine Dependency of Certain Thyroid 
Cancers and the Danger That Hypothyroidism May 
Stimulate Their Growth. G. Crile Jr. Cancer 10: 
1119-1137 (Nov.-Dec.) 1957 [Philadelphia]. 


Since June, 1953, all patients operated on at the 
Cleveland Clinic for cancer of the thyroid have 
been given 2-3 grains of desiccated thyroid daily, 
starting as soon as the diagnosis was established 
and continuing indefinitely. It is too early to eval- 
uate the results of this therapy, but during the first 
2% years 50 patients with papillary carcinoma and 
5 with encapsulated angioinvasive carcinomas were 
operated on, and the cases of 17 of them, 4 men 
and 7 women between 17 and 65 years of age and 
5 boys and 1 girl between 5 and 9 years of age, 
are reported in detail. In all but 2 of these patients 
the entire primary tumor and its grossly evident 
cervical metastases were removed. It is now 1-3'% 
years after operation, and there are only 2 patients 
taking thyroid as prescribed who show any per- 
sistence or recurrence of their tumors. A tiny oper- 
able recurrent tumor developed in the scar of 1 
of the 2 patients, whose primary rapidly growing 
tumor could not be excised completely. The other 
had palpable persistence of the primary tumor and 
a lymph-node metastasis, but neither of these had 
enlarged. It is too early for these figures to be 
more than suggestive, but in the past the recurrence 
rate of papillary carcinoma was 18% and most of 
these recurrences appeared in the first 2 or 3 years. 
It is already apparent that the expected number of 
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recurrences did not develop in the patients taking 
thyroid. The arrest or regression of all but 2 of the 
papillary cancers in this series and the striking re- 
tardation of growth in these 2 cases suggest that 
thyroid feeding often induces a remission of dif- 
ferentiated thyroid cancers. 

Since data both from laboratory and clinic in- 
dicate that thyroid-stimulating hormone (TSH) 
stimulates the growth of many thyroid cancers, any 
form of treatment that removes the thyroid or im- 
pairs the function of the thyroid may increase the 
output of TSH and accelerate the growth of me- 
tastases from a thyroid cancer. Conversely, feeding 
thyroid may inhibit the growth of dependent thy- 
roid cancers. Two illustrative cases, 1 in a 27-year- 
old woman and | in a 59-vear-old man are reported. 
In the woman, there was steady spread of proved 
pulmonary metastases of papillary carcinoma of 
the thyroid after total thyroidectomy and treatment 
with methimazole (Tapazole) and radioactive io- 
dine (I'*'). There was no demonstrable growth of 
the metastases before treatment with I'*', providing 
suggestive evidence that the rapid spread was the 
result of induced hypothyroidism. Treatment with 
adequate doses of desiccated thyroid resulted in 
rapid clearing of the lungs and disappearance of 
dyspnea. The regression was directly attributable 
to the treatment with thyroid. In the man, low- 
grade papillary cancer was treated through a nat- 
ural history of 15 years, during which time it grew 
more malignant both histologically and clinically. 
After thyroidectomy and radium therapy it grew 
more rapidly and became an undifferentiated car- 
cinoma. Suppression of the normal function of thy- 
roid by thyroidectomy, by administration of I'*’, or 
by administration of thiouracil subjects any residual 
thyroid tumor to prolonged stimulation by TSH. 
Instead of increasing the differentiation and func- 
tion of such a tumor, stimulation by TSH ultimately 
produces the opposite effect and may transform a 
differentiated, slowly growing, dependent cancer 
into a rapidly growing autonomous, functionless, 
and wildly metastasizing cancer. To prevent this, 
all patients with cancer of the thyroid should re- 
ceive adequate thyroid hormone. Hypothyroidism 
should never be allowed to persist. Most inoperable 
thyroid cancers should not be treated by I" until 
they have been given a trial treatment with desic- 
cated thyroid. 


Supernumerary Intrathoracic Rib: A Case Report. 
G. E. Plum, A. B. Hayles, A. J. Bruwer and O. T. 
Clagett. J. Thoracic Surg. 34:800-803 (Dec.) 1957 
|St. Louis]. 


The 9-year-old girl whose history is presented 
was brought to the Mayo Clinic with a suggested 
diagnosis of “lung tumor” on the basis of a roent- 
genogram made by a mobile unit. A well-defined 
area of increased density had been seen adjacent 
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to the hilus of the right lung and extending from 
the level of the anterior end of the second rib to 
the right cardiophrenic angle. Surgical exploration 
had been advised, whereupon the patient had come 
to the Mayo Clinic for further examination. The girl 
had no symptoms referable to the thorax. In roent- 
genograms of the thorax, made in posteroanterior, 
lateral, and oblique projections, there was a shadow 
with a convex lateral border lying far posteriorly 
on the thoracic wall. It appeared to originate near 
the right lateral border of the 6th thoracic vertebal 
body and extended downward posteriorly to the 
9th intercostal space. Twelve pairs of normal ribs 
were present. 

Diagnoses that were considered included anomal- 
ous blood vessel, intrathoracic cyst, lipoma, and 
duplication of the esophagus. Exploratory thoraco- 
tomy revealed an anomalous supernumerary rib 
that lay within the thoracic cage but outside the 
parietal pleura. The rib originated from the right 
lateral margin of the 6th thoracic vertebra, anterior 
to and between the vertebral articulations of the 
6th and 7th ribs, and extended downward pos- 
teriorly to about the 10th rib. It was completely 
removed without difficulty. The authors have no 
criteria to offer in making a roentgenologic diag- 
nosis of supernumerary rib. In the case presented, 
the roentgenologic identity apparently was masked 
by the pleural reflections from the rib; these im- 
parted a “soft” cyst-like appearance. Possibly use 
of tomography would have clarified the nature of 
the shadow. 


Esophageal Hiatus Hernia of the Diaphragm: An 
Analysis of Surgical Results. G. H. Humphreys II, 
J. M. Ferrer Jr. and P. D. Wiedel. J. Thoracic Surg. 
34:749-767 (Dec.) 1957 [St. Louis]. 


The authors review the present status of knowl- 
edge of the anatomy, physiology, and symptom- 
atology of hernias through the esophageal hiatus 
of the diaphragm and the current classification of 
_ such hernias. A method for repair of uncomplicated 

sliding hiatal hernia which has been used for 8 
years is described. This method takes account of 
the fact that the chief problem in this type of 
hernia is a weakening and widening of the pos- 
teromedial crural! fibers, allowing the cardia to slide 
upward into the mediastinum. Since the symptoms 
are primarily due to the resulting incompetence of 
the cardia, the main problem is to return the cardia 
to its normal position, hold it there, restore the 
esophagogastric angle, and bring together the pos- 
terior fibers of the right crus, reducing the hiatus 
to normal size. Since there is no true sac, there is 
no need to enter the peritoneal cavity. Recurrence 
should best be prevented by establishing firm union 
between the wall of the stomach all around the 
cardia and the adjacent under-surface of the dia- 
phragm above and medial to the peritoneal re- 
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flection. Tight closure of the hiatus around the 
esophagus is unnecessary, may cause dysphagia, 
and is ineffectual, since sutures in the muscular wall 
of the esophagus do not hold well. When the 
herniated stomach has been completely freed of 
its attachments in the mediastinum, it can be lifted 
forward and medially to expose the acute angle of 
the posterior end of the esophageal hiatus, which is 
formed by overlapping sheets of the right crural 
fibers. This angle must be partially closed, and at 
the same time the esophagogastric junction must be 
fixed below it. 

The long-term results, from 2 to 9 years after 
operation in a series of 97 operations in 96 patients 
with hiatal hernia of various types, have been re- 
viewed. A variety of procedures were used by 28 
surgeons in 1 hospital. The results show that the 
great majority of hiatal hernias are of the sliding 
type. There were 87 sliding, 6 paraesophageal, and 
2 esophagoaortal hernias. One infant is included, 
with an intrathoracic stomach presumably due to 
congenital failure of descent. The operation de- 
scribed was carried out in 24 of the 88 operations 
for sliding hernia. Results were good in 83%. Other 
transthoracic methods were used in 52 operations 
with good results in 42%. Transabdominal oper- 
ations were reserved for complicated cases and 
were done 8 times, with only 2 good results. In 4 
patients the hernia was not repaired at operation. 
One of these and 2 other patients with sliding 
hernia died as a result of the operation, none of 
them following the described procedure. Paraeso- 
phageal and esophagoaortal hernias require more 
complex operations, though the same principles 
apply. Three of the 6 patients with paraesophageal 
hernias were operated on for acute incarceration, 
2 with good and 1 with fair results. Only 1 of the 
elective repairs ended with a good result. It is con- 
cluded that the method described is effective in a 
high proportion of uncomplicated cases of sliding 
hernia and that early operation is therefore indi- 
cated. 


Elevation of Blood Ammonium in Hemorrhagic 
Shock. J. S. Horsley, J. J. De Cosse, M. Hood and 
others. Ann. Surg. 146:949-956 (Dec.) 1957 [Phila- 
delphia]. 


The authors performed experiments in dogs in an 
attempt to correlate alterations in blood ammonium, 
ph, carbon dioxide, carbon dioxide pressure, and 
potassium with the electrocardiographic changes in 
11 of 16 animals subjected to hemorrhagic shock 
irreversible by transfusion, The animals were bled 
from the right femoral artery into a vacuum-sealed 
bottle containing heparin. The bleeding was con- 
tinued at the rate of about 50 cc. per minute until 
the mean arterial pressure was reduced to 50 mm. 
Hg. Blood pressure was maintained for 90 minutes 
at this level and then decreased to 30 mm. Hg. for 
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30 minutes by further bleeding. After this, trans- 
fusion of all withdrawn blood was carried out at a 
rate of about 50 cc. per minute into the right 
femoral vein. Three dogs survived, and of the 8 
dogs which died as a result of this procedure, 3 
died immediately, despite transfusion, and 5 lived 
from 1 to 7 hours after completion of the trans- 
fusion. There was a definite change in the blood 
electrolyte picture in all animals. There was a drop 
in total carbon dioxide and pH with a rise in potas- 
sium and ammonium levels. Marked changes in 
blood pH and ammonium levels occurred simultane- 
ously with marked electrocardiographic changes. 
The eventual survival of the dog subjected to hem- 
orrhagic shock could be predicted by these changes 
in blood ammonium and pH and associated electri- 
cardiographic alterations. The dogs that died 
showed a marked increase in osmotic pressure 
which could not be accounted for by alterations in 
electrolytes. In addition to the 11 dogs studied, 5 
dogs were treated with monosodium glutamate in 
an attempt to protect against the elevation in am- 
monium level. These dogs were subjected to the 
same procedure of hemorrhagic shock as the pre- 
ceding group. Monosodium glutamate protected 
these animals from marked changes in blood am- 
monium levels and electrocardiographic alterations 
and permitted more blood to be withdrawn before 
shock levels were attained. Nevertheless, the ad- 
ministration of this agent did not prevent death, 
and all 5 animals died. 

The results of these experiments confirmed the 
occurrence of elevation of the blood ammonium 
level in hemorrhagic shock. That the liver is essen- 
tial to the handling of ammonium cannot be denied. 
In hemorrhagic shock, there is not only decreased 
hepatic blood flow but also increased concentration 
of ammonium in the blood which reaches the liver. 
The liver is unable to reduce the concentration 
adequately, and under such circumstances the blood 
ammonium level rises as the dog goes deeper into 
shock. It is suspected that both metabolic acidosis 
and the elevated ammonium and potassium levels 
may well have caused the electrocardiographic 
alterations which heralded the irreversibility of the 
hemorrhagic shock in the dogs. It was noted that, 
unless corrected, these changes quickly led to 
marked bradycardia, ventricular fibrillation, and 
death. 


PEDIATRICS 


Immunologic Studies in Congenital Agammaglob- 
ulinemia With Emphasis on Delayed Hypersensi- 
tivity. H. M. Porter. Pediatrics 20:958-965 (Dec.) 
1957 [Springfield, 


The genetic background of 2 first cousins (boys) 
with congenital agammaglobulinemia and immu- 
nological studies in 1 of these patients are reported. 
The main characteristics of the disease are repeated 
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bacterial infections starting in childhood, serum 
gamma globulin level below 30 mg. per 100 ml. in 
the presence of normal total serum protein level, 
the inability to produce circulating antibodies, the 
absence of plasma cells from the bone marrow and 
of isohemagglutinins from the blood, and protection 
from infection by injection of pooled gamma glob- 
ulin. The family history of the cousins shows that 
numerous male children died in infancy, whereas 
all females survived to adult life. All living members 
of the family were tested for concentration of 
gamma globulin in the serum, and only 2 who had 
agammaglobulinemia had abnormal values. The ap- 
pearance of the disease in male members of this 
family only is characteristic of the congenital form 
of agammaglobulinemia. This family history pro- 
vides further evidence that this disease is a sex- 
linked recessive trait. 

The immunological studies show that there is no 
defect in the production of the delayed type of skin 
sensitivity despite the patient's inability to form 
circulating antibodies. The delayed type of hyper- 
sensitivity was normally produced in response to 
antigenic stimuli, but circulating antibodies of the 
gamma globulin fraction of the serum were not. It 
is postulated that delayed hypersensitivity is re- 
sponsible for the apparent immunity developed 
against measles and chicken pox. The tuberculin 
response is independent of gamma globulin in the 
serum. 


Cat Scratch Disease as a Cause of the Oculoglan- 
dular Syndrome of Parinaud. A. M. Margileth. 
Pediatrics 20:1000-1005 (Dec.) 1957 [Springfield, 
Il.]. 


Ten children with cat scratch disease were ob- 
served in the author's pediatric service in the course 
of 3 years. Five of these children had the common 
glandular form involving the axillary, epitrochlear, 
or inguinal lymph nodes. The case of the 6th pa- 
tient was unusual in that the primary lesion was in 
the midline at the base of the neck posteriorly, 
followed in 1 week by involvement of the trapezius 
lymph nodes which remained enlarged for 4 
months. These patients recovered uneventfully in 
several weeks or months. The remaining 4 children, 
whose case histories form the basis of this report, 
were also unusual in that the primary lesion was 
noted in the conjunctiva, and in each instance this 
was followed by preauricular lymph node enlarge- 
ment. The first of the 4 children was referred to the 
pediatric clinic for biopsy of the tumor in the 
parotid area. Because of the history of contact with 
cats and the author's recent experience with the 
glandular form of cat scratch disease, studies were 
performed to disprove bacterial infection, tuber- 
culosis, tularemia, brucellosis, and syphilis. The skin 
test using cat scratch disease antigen was positive. 
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The other 8 children also exhibited lesions of the 
eye and enlargement of the regional lymph nodes. 
One child already had had excision of the con- 
junctival granuloma, but the other 2 had not, and 
histological examination was possible. One lesion 
demonstrated a typical microabscess similar to 
those described by Marshall in the regional lymph 
nodes of cases of cat scratch disease. A diagnosis 
was established in each child with use of cat scratch 
disease antigen. The author stresses that, in pa- 
tients with periauricular adenopathy, not only 
should the eyes be thoroughly examined but skin 
tests should be made with cat scratch disease anti- 
gen. Surgical excision of the primary ocular lesion 
appears to shorten the course of the disease. Anti- 
biotic therapy was ineffective in comparison with 
excision of the ocular granuloma. 


Unilateral True Hermaphroditism: Two Cases With 
Sex-Chromatin Positive Cellular Pattern. I. M. 
Rosenthal, J. H. Kiefer, E. McGrew and I. P. Bron- 
stein. Pediatrics 20:1006-1018 (Dec.) 1957 [Spring- 
field, Ill.]. 


The discovery of the patterns of chromatin in 
human somatic cells characteristic of normal males 
and normal females by Barr has been followed by 
the investigation of the distribution of chromatin 
in the various types of human sexual aberration. 
The authors describe observations of 2 young chil- 
dren with true hermaphroditism. Each had an 
ovotestis on 1 side and an ovary on the other. True 
hermaphrodites may be either sex-chromatin posi- 
tive or sex-chromatin negative, as determined by 
bioposy of the skin. Each of these children was sex- 
chromatin positive, and thus the genetic sex of 
each was presumably female. Female sex was as- 
signed to each child after careful consideration of 
all factors. In each case appropriate surgery was 
performed on the gonads and genitalia. In order 
to obtain optimal psychosexual development, pa- 
tients with intersexuality should be studied diag- 
nostically in infancy so that definitive unequivocal 
assignment of sex can be made before gender role 
is established. 


Acute Lower-Respiratory Infections in Childhood. 
B. Morrison, D. Bass, J. A. Davis and others. Lancet 
2:1077-1082 (Nov. 30) 1957 [London]. 


The 191 cases of acute respiratory illness se- 
vere enough to warrant admission to hospital and 
representing consecutive admissions were divided 
into 4 clinical groups according to the dominant 
clinical characteristics: (1) segmental pneumonia 
(46); (2) bronchopneumonia (55); (3) bronchiolitis 
(51); and (4) simple bronchitis, tracheobronchitis, 
and laryngotracheitis (39). A highly significant cor- 
relation between the age of the child and the pre- 
dominant clinical picture was found; there was an 
excess of bronchiolitis among the infants (aged 0-1 
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year), of bronchopneumonia among the toddlers 
(aged 1-4 years), and of segmental pneumonia 
among the older children (aged 5 years or more). 
The isolation rate of pathogens depends to some ex- 
tent on the age of the infant, being higher in the 
infants and older children than in the toddlers. 
Despite the fact that a potential pathogen was 
grown in almost every instance of infantile bron- 
chiolitis, infants aged less than 1 year showed a 
specific response to antimicrobial therapy in only 
31% of the cases, in contrast to the response in 86% 
of the babies with segmental pneumonia and 59% 
of those with bronchopneumonia; this finding is 
compatible with the tenet that bronchiolitis is es- 
sentially a virus disease, although clinical evidence 
would seem to indicate that there is a nonbacterial 
infection which runs its course and that the bac- 
terial infection is secondary to the virus infection. 
The proportion of infants aged less than 1 year with 
bronchiolitis having polymorphonuclear cell counts 
greater than 5,000 per cubic millimeter is consider- 
ably less than that of infants of the same age 
suffering predominantly from segmental pneumonia 
or bronchopneumonia. Anemia, which was defined 
as a hemoglobin level of less than 11 Gm. per 100 
ce. of blood, was present in nearly one-third of 
the children and in nearly half of those aged less 
than 2 years. The association between anemia and 
acute respiratory infection is uncertain, since anemia 
is found quite commonly in young children. The 
findings suggest that, in this age group, a primary 
virus infection often produces a mild illness which 
is succeeded by secondary bacterial pneumonia, 
possibly after partial bronchial obstruction, in which 
event chemotherapy may be of secondary impor- 
tance to oxygen therapy in infants with severe 
hypoxia associated with obstructive bronchiolitis. 


An Epidemic Among Swedish Children Caused by 
Adenovirus Type 3. L. Kjellen? B. Zetterbert and 
A. Svedmyr. Acta paediat. 46:561-568 (Nov.) 1957 
(In English) [Uppsala, Sweden]. 


The investigations described were started about 
1 month after the occurrence of the first cases with 
symptoms typical of “pharyngoconjunctival fever” 
—upper respiratory disease, conjunctivitis, and diar- 
rhea. The local medical authorities in the 2 neigh- 
boring communities in central Sweden by this time 
knew of at least 100 cases, predominantly among 
children. One of the authors visited the epidemic 
area and personally examined some of the patients 
with acute disease or in convalescence. Anamnestic 
and epidemiologic data were collected. Stools and 
paired serums were obtained from 25 patients and 
3 healthy family contacts (parents of sick children); 
conjunctival swabs were obtained from 8 patients. 
Samples of sewage were taken from the 2 localities. 
Adenovirus type 3 was isolated from the stools of 
23 of 25 patients with “typical” symptoms and in 
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addition from the stools of 3 apparently healthy 
family contacts. The titer of fecal virus was high 
and some patients excreted the virus in their stools 
for at least 2 months. Virus was recovered from the 
sewage water of both communities involved in the 
epidemic. A serologic study performed after the 
epidemic on a larger group of persons confirmed 
the etiological correlation of the epidemic to adeno- 
virus type 3 The symptoms were similar to those 
found by Bell and co-workers, with the exception 
that such gastrointestinal symptoms as nausea, 
vomiting, stomach-ache, and diarrhea were en- 
countered in no less than about half of the pa- 
tients. Some epidemiologic data are discussed and 
compared with those collected by Bell and co- 
workers. 


Comparison of Ocular Reactions Using Penicillin 
and Bacitracin Ointments in Opthalmia Neonatorum 
Prophylaxis. A. M. Margileth. J. Pediat. 51:646-651 
(Dec.) 1957 [St. Louis]. 


The use of penicillin opthalmic ointment was in- 
stituted in response to the high incidence (reported 
as 100% in some instances) of severe ocular reac- 
tions in newborn infant's eyes after the use of silver 
nitrate. The disadvantages of using penicillin in 
treatment of opthalmia neonatorum center on its 
ineffectiveness against most gram-negative organ- 
isms and the fact that severe ocular reactions may 
occur after a few instillations and that it is possible 
to sensitize the infant to penicillin at birth so that 
a systemic reaction may occur later in life. By con- 
trast, bacitracin is bactericidal and is effective 
against many coccic (including the gonococcus) and 
some bacillary forms, is nontoxic when used top- 
ically, is of stable potency, and would rarely be 
used systemically later in life. Primary hypersen- 
sitivity reactions to bacitracin are rare, and the 
allergic manifestations are nil. Several authors have 
advocated that no prophylaxis be given at all or 
that simple irrigation of the eyes with saline solu- 
tion or washing with Zephiran solution be done. 
This latter suggestion is the result of a decreased 
frequency of gonorrheal infections in the newborn 
period and the ability of antibiotics to control such 
infections quickly when they occur. It is attested 
to by the repeal by the Health Department of the 
city of New York of the requirement that prophy- 
lactic measures of any sort be taken at the time of 
birth for the prevention of opthalmia neonatorum 
and by the report of 18 instances of opthalmia neo- 
natorum after silver nitrate prophylaxis. 

There was no significant difference (bacitracin, 
2.3%; penicillin, 4.2%) in the low number of ocular 
reactions or infections in either group of a total of 
7,774 infants observed in a comparative study of 
the ocular reactions in the newborn period after the 
use of penicillin and bacitracin opthalmic ointments 
in the prophylaxis of opthalmia neonatorum. It is 
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of note that all of the bacteria cultured in the 
bacitracin group were gram-negative and that no 
micrococci (staphylocci) were cultured. In view of 
the fact that most of the opthalmic ointment is 
washed out of the normal eye within 20 minutes, 
one might question the value of administering an 
antibiotic or silver nitrate in order to prevent an 
ocular infection, particularly when gonorrhea con- 
junctivitis can be treated so effectively with peni- 
cillin intramuscularly. Thus, careful observation of 
the newborn infant’s eyes for several days after de- 
livery for evidence of infection is considered the 
best prophylaxis; before definite conclusions are 
made and further evidence is revealed as to the 
necessity of using any prophylaxis at all, a safe, 
effective, and nonirritating bactericidal ointment 
should be used in the newborn infant's eyes. 
Bacitracin opthalmic ointment would appear to 
satisfy these criteria. 


Observations on the Use of Novobiocin in Pediatric 
Pathology. S. Petrocini, D. Bullio and T. Battelli- 
Romizi. Minerva pediat. 9:893-901 (Sept. 8) 1957 
(In Italian) [Turin, Italy]. 


Novobiocin was given to 33 hospitalized children 
with infections caused by Micrococcus pyogenes 
var. aureus and albus that have been resistant to 
other antibiotics. Rhinopharyngitis was present in 
4 children, various types of pneumopathy in 11, skin 
infections in 3, suppurative adenitis in 8, cystitis 
in 2, gastroenteritis in 2, coxa femoral osteomyelitis 
in 1 and gluteal abscess in 2. A daily dose of 15 mg. 
per kilogram of body weight was given to the pa- 
tients orally in 4 divided doses every 6 hours for a 
period of 6 to 8 days. Children with rhinopharyn- 
gitis became rapidly afebrile and no relapses oc- 
curred. A marked increase of antistaphylolysin 
blood level was observed. Children with pneu- 
mopathy became also rapidly afebrile, leukocyte 
counts returned to normal, and improvement of 
clinical and radiologic findings was seen. Patients 
with skin infections, suppurative adenitis, gluteal 
abscess, and coxa femoral osteomyelitis were also’ 
greatly improved by novobiocin. M. pyogenes var. 
aureus was present in the feces of 2 patients with 
gastroenteritis; within 4 days normal stools de- 
veloped. The patient tolerated the therapy well. A 
patient who received novobiocin treatment longer 
than 10 days had a liquid stool for 2 days, which 
was corrected by discontinuing the therapy. Novo- 
biocin medication was combined with parenteral 
administration of vitamins to anticipate signs of 
vitamin deficiency, which otherwise occurred 5-6 
days after the onset of therapy. Allergic exanthema 
appeared in 1 child and was cured with antihista- 
mines. 

The opinion of the authors is that novobiocin is 
effective in infections caused by gram-positive 
bacilli, particularly by M. pyogenes var. aureus and 
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albus. No cross-resistance between novobiocin and 
other antibiotics was observed. Novobiocin therapy 
may be effective when prolonged therapies with 
other antibiotics have failed. Novobiocin exerts a 
synergistic effect with penicillin or with the tetra- 
cycline group of compounds or with other anti- 
biotics. 


INDUSTRIAL MEDICINE 


Cancer of Larynx and Occupational Inhalation of 
Harmful Substances. H. Bliimlein. Miinchen. med. 
Wehnschr. 99:1333-1335 (Sept. 13) 1957 (In German) 
[Munich, Germany]. 


Cancer of the larynx has become the most fre- 
quent cancer in the otorhinolaryngological field. 
Especially in men cancer of the larynx shows the 
same increasing incidence as does cancer of the 
lung. On the basis of anamnestic investigations the 
author concludes that the inhalation of tobacco tar 
during the smoking of cigarettes is an important 
factor in this increase. In addition, the prolonged 
inhalation of hot air seems to be a factor in the 
etiology of cancer of the larynx. Among 300 patients 
with cancer of the larynx observed at the Univer- 
sity Clinic for Otorhinolaryngology in Erlangen, 
Germany, 53 patients had a history of occupational 
exposure to heat. These patients were stokers, 
locomotive engineers, tar and asphalt cookers, 
blacksmiths, bakers, glass blowers, and iron foundry 
workers. The author suggests that an occupational 
history be obtained from every patient with cancer 
of the respiratory tract and that the history should 
be without gap, covering the entire life of the pa- 
tients. Some epidemiologic data are discussed and 
exogenous carcinogenic factors in human cancer 
usually extends over several decades. 


THERAPEUTICS 


Parenteral Iron Therapy: With Special Reference 
to a New Preparation for Intramuscular Injection. 
P. R. McCurdy, C. E. Rath and G. E. Meerkrebs. 
New England J. Med. 257:1147-1153 (Dec. 12) 1957 
[Boston]. 


Sixty patients, 50 women and 7 men between 17 
and 81 years of age and 3 male infants, with iron- 
deficiency anemia were treated with a preparation 
combining iron with a dextran of low molecular 
weight. The iron-dextran complex (Imferon) was 
injected intramuscularly into the upper outer quad- 
rant of the buttock in doses ranging from 2 to 10 
ce. (100 to 500 mg. of elemental iron). To minimize 
the risk of an untoward reaction, a test dose of 1 
or 2 cc. was usually given and half an hour or more 
allowed to pass before more was injected. Usually, 
not more than 500 mg. was administered until a 
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definite response was noted, as either a reticulocyte 
elevation or a change in hematocrit value. The 
total dose which was calculated according to a 
simple equation was then given rapidly (once or 
twice daily) to inpatients and more slowly (once 
weekly or less often) to outpatients. 

The response to treatment of patients with un- 
complicated iron-deficiency anemia was uniformly 
good. In some patients with disease complicated by 
infection, cancer, or liver disease the response was 
also good. When a good response was not ob- 
tained, a complicating disease was usually ob- 
served or the anemia was discovered to be due to 
some condition other than iron deficiency. Most pa- 
tients reported local discomfort from the injection, 
similar in all respects to that experienced with any 
injection, although slightly more severe. It rarely 
lasted for more than 10 or 15 minutes. Pain radiat- 
ing down the back of the leg was noted occasion- 
ally. Local discoloration of the skin at the injection 
sites owing to leakage along the needle tract was 
noted in 5 patients. One patient had an attack of 
giddiness and malaise during the hour after the 
injection, but the hematocrit level was 15 mm. at 
the time, and the symptoms may not have been 
related to the injection. Another patient had dysp- 
nea, paresthesias, and epigastric pain for a short 
period 24 hours after injection of 500 mg. of iron. 
Although this could have represented the com- 
bined effect of anxiety and severe anemia, treat- 
ment was discontinued because of the possible 
reaction; this was the only case in which the drug 
was withdrawn because of side effects. The results 
suggest that the iron-dextran complex is both ef- 
fective and relatively nontoxic and can be recom- 
mended when the parenteral route is indicated. 


The Place of Métacortandracine (Prednisone) in the 
Treatment of Icterogenic Hepatitis: Comparison 
with the Classic Treatment. J.-A. Colson, H. Gar- 
nung, R. Hugonot and others. Presse méd. 65: 
1903-1904 (Nov. 23) 1957 (In French) [Paris]. 


In the course of an epidemic of icterogenic hep- 
atitis, 100 patients were given the classic treatment 
with 2 Gm. of methionine combined with vegetable 
extracts of artichoke type (Chophytol) by intra- 
venous route and administration of Bourget’s 
solution, consisting of sodium sulfate, sodium bi- 
carbonate, and sodium phosphate, for 2 weeks. 
Métacortandracine, a French preparation of predni- 
sone, was given to 100 other patients for 10 days 
with a total dose of 220 mg. Comparison of the 
results obtained in these 2 groups of patients re- 
vealed that prednisone therapy had several ad- 
vantages over the classic treatment. The general 
condition of the patient improved more rapidly in 
that adynamia and apathy disappeared within 48 
hours, making it possible for the patient to get out 
of bed and to regain his appetite. The course of 
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the disease was shortened. The cutaneous pigmen- 
tation decreased rapidly. Satisfactory diuresis was 
restored rapidly after the episode of polyuria. 
Cholesteremia and bilirubinemia were restored 
more rapidly to normal, but the effect of prednisone 
therapy on the serologic tests was not more con- 
sistent than that of the classic treatment. Recur- 
rences were less frequent after prednisone therapy 
than after the classic treatment and responded well 
to repeated prednisone therapy. Two of 3 patients 
with icterus of more than 3 weeks duration showed 
a less favorable response to the prednisone therapy. 
Undesirable side-effects of prednisone therapy were 
not observed. A neurological complication occurred 
in 1 patient. Although prednisone therapy does not 
provide complete protection against relapses and 
complications, it should be preferred to the classic 
treatment. 


PATHOLOGY 


Studies in Achalasia of the Cardia. ]. R. Trounce, 
D. C. Deuchar, R. Kauntze and G. A. Thomas. 
Quart. J. Med. 26:433-443 (Oct.) 1957 [Oxford, 
England]. 


Longitudinal muscle strips from the lower end 
of the esophagus of a group of patients with achal- 
asia of the cardia were studied and compared with 
muscle from a similar region in patients without 
achalasia. In vitro experiments showed that strips 
from both groups of patients behave pharmacologi- 
cally as smooth muscle, that there is present a 
mechanism involving cholinesterase, and that in 
both groups the majority of specimens contain 
active ganglion cells. The cholinesterase of muscle 
samples from both groups showed similar activity. 
The histological picture was variable, but approxi- 
mately normal numbers of ganglion cells were 
found in 2 out of 6 samples from patients with 
achalasia. Thus, in patients with moderately severe 
and advanced achalasia of the cardia, it is still pos- 
sible to elicit evidence of active ganglion cells in 
the narrowed segment at the lower end of the 
esophagus in the majority of cases. Such findings 
are opposed to the view that the failure of the 
cardia to relax is necessarily due to degeneration 
of ganglion cells in that region. 

The demonstration of active ganglion cells in 
the lower segment of the esophagus in all but 2 of 
the patients with achalasia was surprising in view 
of the number of reports of complete or almost 
complete absence of these cells from this region. 
It might be suggested that the disease is progressive 
and that in time the ganglion-cells would have dis- 
appeared in these patients. Such a supposition 
seems unlikely, for in a patient with advanced 
achalasia of at least 25 years an approximately 
normal number of cells was found histologically in 
a specimen which had previously shown pharma- 
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cological activity. It seems probable that ganglion- 
cell degeneration is confined in certain cases to the 
dilated portion of the esophagus above the ob- 
struction and that previous studies of the histology 
of this condition have missed this small lower sec- 
tion, which becomes inconspicuous after death. 
The factors governing the relaxation of the lower 
end of the esophagus are not fully understood, but 
it is not unreasonable to suppose that, if the func- 
tion of the main body of the esophagus were 
disordered, the lower end might not receive the 
normal stimulus to relax. There is considerable 
evidence that the function of the main body of the 
esophagus is abnormal in achalasia and that nor- 
mal peristaltic waves do not appear. Many histo- 
logical studies have suggested that in this region 
there is a diminution or absence of ganglion cells. 
It is therefore possible that the continued tonus of 
the lower segment is due to a disturbance in func- 
tion of the main part of the esophagus rather than 
to any abnormality in the region of the cardia 
itself. 


Primary Acute Pulmonary Histoplasmosis. A. Gon- 
zalez Ochoa. Gac. méd. México 87:733-743 (Oct.) 
1957 (In Spanish) [México, D. F.]. 


The discovery of primary acute pulmonary histo- 
plasmosis in the United States of America in 1950 
made it possible for Mexico to organize etiological 
reconstruction of the various epidemics of the dis- 
ease which have occurred in the country between 
1948 and 1950. It also enabled epidemiologists to 
carry out more complete studies of new epidemics. 
The disease was known in Mexico for a long time 
under the names of “fever of the abandoned mines” 
or “fever of the caves.” The disease appears in 
epidemics only among people who have been in 
the following circumstances: (1) staying inside of 
an abandoned mine or cave exposed to air highly 
contaminated with bats’ dung, or (2) handling bats’ 
dung. The disease appears within 6 to 9 days after 
exposure. The first respiratory symptoms manifest 
themselves as fever, dyspnea, cough, and cyanosis. 
The chest roentgenograms are typical, showing a 
particular type of pneumonitis which simulates 
miliary tuberculous infiltration. The disease runs a 
severe course for the first 2 or 4 weeks. The skin 
reaction to histoplasmin becomes positive at any 
time after the end of the third week of the illness. 
Death occurs as a rule within the first 2 weeks of 
the disease, with acute symptoms of alveolar capil- 
lary blockage. Convalescence takes place in 3 to 6 
months. The pulmonary infiltration undergoes cal- 
cification in 33% of the cases. Either disappear- 
ance or calcification of pulmonary lesions occurs 
late after recovery. 

Eight epidemics have been observed in Mexico 
between 1948 and 1956. The patients were persons 
who gathered bats’ dung to be sold as a fertilizer, 
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tourists, students, or geologists uncovering and 
sampling mineral veins. The epidemics of primary 
pulmonary histoplasmosis in Mexico are severe. 
The disease is not restricted to 1 or more geographic 
zones but is found in the mine regions of the states 
Coahuila, Durango, Tamaulipas, San Luis Potosi, 
Queretaro, Nayarit, and Yucatan, which are distant 
from one another. 


Immunoelectrophoretic Study of Gamma Globulins: 
Identification of Several Antigenic Determinants 
with the Aid of Bence-Jones Proteins and Serums 
Obtained from Patients with Myeloma. J.-J. Schei- 
degger and C. Buzzi. Rev. frang. étud. clin et biol. 
2:895-906 (Nov.) 1957 (In French) [Paris]. 


The authors performed immunoelectrophoretic 
studies on serums obtained from 7 patients with 
multiple myeloma (2 of which were of paper elec- 
trophoretic beta type and 5 of paper electrophor- 
etic gamma type), on Bence-Jones proteins isolated 
from the urine of 2 patients, and on gamma globu- 
lins obtained from normal human serums. Results 
showed that normal gamma globulins have at least 
4 groupings determining antigenic properties. 
Bence-Jones proteins have one of these groupings 
and can be considered as gamma globulin frag- 
ments. Serum myeloma proteins are abnormal, 
incomplete gamma globulins, with 1 or more 
groupings missing. The use of a preparation of 
gamma globulins tagged with radioactive iodine 
(I'*) for the immunoelectrophoretic study made it 
possible to separate normal and_ pathological 
gamma globulins. 

It has further been shown that each antigenic 
determining grouping is specific for a single anti- 
body, with the result that the term “anti-gamma 
globulin” covers a mixture of at least 4 different 
antibodies. Immunoelectrophoresis has shown the 
existence of these antibodies, as well as a difference 
in their electrophoretic mobility. Immune serums 
are not identical and may contain these antibodies 
in variable proportions. Certain groupings may be 
more strongly antigenic than others. 


RADIOLOGY 


Visibility of the Appendiceal Stump on the Roent- 
genogram of the Colon. D. Limburg. Nederl. 
tijdschr. geneesk. 101:1754-1757 (Sept. 21) 1957 (In 
Dutch) [Amsterdam]. 


The author describes the roentgenogram of the 
cecum after the introduction of contrast medium in 
some patients who had undergone appendicectomy. 
He found that in such patients the roentgenogram 
may show a round gap in the barium filling of the 
cecum, due to a large, invaginated appendiceal 
stump. Roentgenologically this defect in filling can- 
not be differentiated from a number of other filling 
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defects and thus may be taken for an indication 
for a laparotomy. Occasionally fecoliths may cause 
such a filling defect. A roentgenogram of the cecum 
was made in a small number of patients shortly 
after an appendectomy had been performed; a 
round filling defect was observed in 1 of these pa- 
tients. The author recommends that, during appen- 
dectomy, the appendiceal stump should be made as 
small as possible. 


PHYSIOLOGY 


An Abnormality of Nonesterified Fatty Acid Me- 
tabolism in Diabetes Mellitus. E. L. Bierman, V. P. 
Dole and T. N. Roberts. Diabetes 6:474-479 (Nov.- 
Dec.) 1957 [New York]. 


In normal subjects nonesterified fatty acid 
(NEFA) concentration falls sharply after an injec- 
tion of insulin, paralleling the fall of blood glucose 
levels. The injection of glucose or glucagon will 
cause the NEFA and glucose levels to vary in op- 
posite directions (blood glucose rises while NEFA 
falls). The common denominator in the fall of 
NEFA concentration in these 2 situations is an 
increased utilization of glucose promoted by in- 
sulin or an extra input of glucose in the presence 
of adequate endogenous insulin. Diabetic patients 
show an abnormally prolonged elevation of blood 
sugar level after a glucose load and a reduced 
capacity to burn carbohydrate or synthesize fat. 
The present study indicates a commensurate in- 
creased NEFA concentration abnormality in such 
patients. 

The NEFA level of 40 fasting, nondiabetic, non- 
obese subjects averaged 572 mEq per liter, the 
level of 7 diabetics without ketosis averaged 849 
mEq. per liter, and that of 10 diabetics with 
ketonuria averaged 1,311 mEq per liter. Obese 
nondiabetic patients resembled the controlled dia- 
betic patients in elevation of NEFA levels. Glucose 
tolerance tests or injection of glucagon in diabetic 
patients resulted in an abnormally prolonged but 
comparatively weak fall of NEFA level. The usual 
sharp fall in NEFA concentration and return to 
control values was delayed and diminished in 
amplitude, corresponding to the delayed return of 
blood sugar concentration. Injection of insulin into 
patients with acidosis caused a dramatic fall in 
NEFA concentration, paralleling the fall in the 
blood sugar level and preceding by several hours 
the elimination of ketone bodies. The wide range 
of data even within divergent groups demonstrates 
the lability of this fraction, emphasizes the need 
for standard conditions and repeated measure- 
ments, and suggests that measurement of NEFA 
level may lead to a more complete and compre- 
hensive clinical evaluation of the metabolic defects 
in diabetes. 
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BOOK REVIEWS 


The Diagnosis and Treatment of Infections. By D. 
Geraint James, M.A., M.D., M.R.C.P., Clinical Assistant, 
Middlesex Hospital, London. Cloth. $6. Pp. 234, with 1 
illustration. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Pub- 
lications, Ltd., 24-25 Broad St., Oxford, England; Ryerson 
Press, 299 Queen St., W., Toronto 2B, Canada, 1957. 


This is the sort of book on infectious diseases 
that the busy practitioner has been waiting for. 
It should also be welcomed by students, interns, 
and residents as an easily usable reference work 
or for quick review. It is brief, up-to-date, well 
organized, written in an easily readable style, and 
has some excellent and informative tables. Little 
of importance has been omitted. The material is 
presented in three parts. Part 1 describes the gener- 
ally available chemotherapeutic agents, their range 
of activity, indications for their use, the forms in 
which they are available, and the recommended 
dosage. The fate of the agents in the body and the 
complications of their clinical use are discussed 
in separate chapters. Part 2 is presented from the 
point of view of the common pathogenic micro- 
organisms, with descriptions of the infections they 
may produce, some diagnostic features, and the 
best methods for treating those infections. Part 3 
covers the infections of systems and organs and 
their diagnosis and treatment. This part ends with 
separate chapters dealing with pyrexia of unknown 
origin and the use of corticosteroids in the man- 
agement of infections. 


Cancer. Volume 1, Part 1: Research into Causation. 
Edited by Ronald W. Raven, O.B.E., T.D., F.R.C.S., Joint 
Lecturer in Surgery, Westminster Medical School, Univer- 
sity of London, London. [To be in six volumes.] Cloth. $18. 
Pp. 558, with 94 illustrations. Butterworth & Co. ( Publish- 
ers) Ltd., 88 Kingsway, London, W. C. 2, England; 1367 
Danforth Ave., Toronto 6, Canada, 1957. 


This is the first volume of an ambitious six-vol- 
ume work. The prospectus indicates that practi- 
cally all aspects of cancer will be considered in 
the complete publication. The first volume is on 
research into causation. The British and American 
contributors are active research workers in cancer, 
and their view-point is mature, yet in the main 
the presentations espouse no particular theory but 
marshal the facts and the findings in a comprehen- 
sive, scholarly, yet critical fashion. Since any re- 
view on cancer research can be no more than a 
progress report, many of the authors attempt to 
suggest profitable developments of future research. 


These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


The first chapter, on the historical aspects of 
cancer, by W. R. Bett, is the weakest. It is not 
only sketchy but partially erroneous regarding sev- 
eral important events. Although cancer, as all in- 
completed research, chronicles errors, illusions, and 
disappointments, its occasional triumphs should be 
attributed correctly and claims to priority should be 
documented at least by citing the primary sources. 
Bett states that Le Dran in 1757 upset Galen’s 
theories about cancer. As a matter of fact, the local 
tissue origin of cancer and the rejection of the hu- 
moral hypothesis are clearly presented in Gen- 
droi:s book published in 1700 (Mustacchi and 
Shimkin, Cancer 9:645 [July-Aug.] 1956.) Joseph 
Leidy is stated to have “reported the first experi- 
mental transplantation of a malignant tumor” in 
1851. Leidy (Am. J. M. Sc. 22:555, 1851) implanted 
human mammary cancer into frogs and noted the 
maintenance of a vascularized mass for some days. 
Careful reading of his short communication allows 
no conclusion, even in retrospect, of successful trans- 
plantation of a tumor. This advance, usually credited 
to Hanau in 1889, is better attributed to Novinsky, 
in 1876 (Shimkin, Cancer 8:653 [July-Aug.] 1955). 
Experimental cancer is recorded as having been pro- 
duced by Bayon in 1912. Bayon (Lancet 2:1579, 
1912) injected gasworks tar into ears of rabbits, and 
sacrificed them four weeks later. He observed epithe- 
lial hyperplasia and probably would have achieved 
malignant neoplasia had he waited, but the honor 
of inducing carcinoma with tar remains firmly with 
Yamagiwa and Ichikawa. 

Sir Ernest Kenneway contributes two short chap- 
ters on the incubation period of cancer in man and 
on the carcinogenic effect of cholesterol. The latter 
should serve in the necessary revitalization of 
chemical studies in cancer, based on the old hy- 
pothesis that cholesterol is a parent molecule of 
endogenous carcinogens. P. R. Peacock, J. N. Dav- 
idson, and A. C. Griffin deal with the biochemical 
aspects of carcinogenesis in the next three chapters. 
It is interesting that in comparison with research 
of 20 years ago, when carcinogenesis was treated 
usually from the standpoint of chemicals that in- 
duce neoplasia, the present approach is concerned 
primarily with the tissue, cellular, or subcellular 
reactions. In fact, no specific chapter on chemical 
carcinogens per se is found in the book. The sub- 
ject of hormones and cancer is reviewed by M. B. 
Shimkin and the tumor viruses by L. Dmochowski. 
Both are carefully thorough jobs, with conservative 
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generalizations and open conclusions. A. Tannen- 
baum and H. Silverstone summarize the investiga- 
tions on the role of diet in carcinogenesis. 

P. C. Koller’s chapter on the genetic component 
of cancer is outstanding in its clarity and complete- 
ness, covering human as well as animal data. Ge- 
netics has contributed much to cancer research in 
the past. This review promises continued produc- 
tiveness, particularly through collaborative endeav- 
ors of geneticists and biochemists on the one end 
of the scale and of geneticists, statisticians, and 
clinicians on the other. The chapter on environ- 
mental carcinogenesis by W. C. Hueper indicates 
clearly the innumerable carcinogenic stimuli faced 
by man and the researeh challenge this poses, but 
it attempts to present too much data at the expense 
of evaluation. This is particularly true in the long 
discussion of the “cigarette theory of cancer.” A. 
Glucksmann, L. F. Lamberton, and W. V. Mayneord 
in the last chapter present a thoughtful discussion 
of the carcinogenic effects of radiation. 

The prospectus shows that a number of chapters 
on the cause of cancer will appear in future vol- 
umes and will probably fill some of the gaps in 
the first volume, but even as it stands this first 
volume gives impressive evidence of how far can- 
cer research has progresssed since Jacob Wolff's 
monumental collation in the four-volume “Die 
Lehre von der Krebskrankheit” of 1907-1928. “Can- 
cer” will long remain one of the standard reference 
books on the subject. It is well printed and gener- 
ously illustrated, the format and the binding are 
pleasing, and the references are fully given. Every 
investigator and student of cancer should have 
access to it. 


Mental Deficiency. By L. T. Hilliard, M.A., M.B., D.P.M., 
Consultant Psychiatrist and Physician Superintendent, 
Fountain Hospital, London, and Brian H. Kirman, M.D., 
D.P.M., Consultant Psychiatrist, Fountain Hospital. With 
assistance of four contributors: L. Crome, M.C., M.R.C.P., 
Neil O’Connor, M.A., Ph.D., J. Tizard, M.A., B. Litt, Ph.D., 
and Elizabeth Williams, M.A.O.T. Cloth. $10. Pp. 517, 
with 90 illustrations. Little, Brown & Company, 34 Beacon 
St., Boston 6; J. & A. Churchill, Ltd., 104 Gloucester Place, 
Portman Sq., London, W. 1, England, 1957. 


Although this book is primarily concerned with 
the mental deficiencies resulting from abnormal 
development of the brain and therefore generally 
having unknown causes, it also includes a review 
of those diseases of definitely defective develop- 
ment, such as metabolic conditions, vascular con- 
ditions, and specific developmental defects of the 
brain. In addition to this, it takes into account 
metabolic, traumatic, and infectious insults occur- 
ring prenatally, natally, and postnatally. It pre- 
sents a comprehensive review of the problem from 
the legal, administrative, and social angles and 
deals with cause, pathology, treatment, and train- 
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ing. Although the legal and administrative aspects 
are described as they exist in England, the con- 
clusions are generally applicable. The book pre- 
sents little that is new, but it does serve the useful 
purpose of orienting those people in the medical 
and allied professions who may encounter the 
problems of mental deficiency as part of their 
professional work. The most revealing aspect of 
this work is the proof that persons with mental 
deficiency, even of rather low grade, under proper 
training and supervision can accomplish a rather 
remarkable amount in the way of self care, pro- 
ductive work, and integration into some phase of 
the social order. Developing these persons from 
unhappy, useless, institutional inmates to individ- 
uals of useful though limited productivity has been 
an outstanding accomplishment of those working 
in this field. 


Clinical Electrocardiography: The Spatial Vector Ap- 
proach. By Robert P. Grant, M.D. Cloth. $7.50. Pp. 225, 
with 95 illustrations. Blakiston Division, McGraw-Hill Book 
Company, Inc., 330 W. 42nd St., New York 36; 95 Farring- 
don St., London, E. C. 4, England; 253 Spadina Rd., 
Toronto 4, Canada, 1957. 


This book presents a novel approach to the 
diagnostic use of the conventional 12-lead electro- 
cardiogram. The author has for many years cham- 
pioned the use of vector graphs derived from 
standard electrocardiograms as a method of teach- 
ing electrocardiography. In 1951, he and Estes 
published a book entitled “Spatial Vector Electro- 
cardiography.” Largely because the plotting meth- 
ods originally described were cumbersome and 
time-consuming, his methods have not had wide 
acceptance. The technique has now been simpli- 
fied so that points from which the loops can be 
drawn are easily plotted after inspection of the 
electrocardiogram. Although it is conceded that 
this method is rather crude, the author points out 
that the many difficulties and shortcomings of cath- 
ode-tube vector-cardiography are much greater, 
limit its usefulness to research workers, and pre- 
clude its use in clinical electrocardiography. The 
method described in this book is particularly useful 
in teaching. It is probably the best method avail- 
able to clarify the concept of electrical position 
using standard 12-lead electrocardiograms. The 
chapter on myocardial infarction is excellent, but 
that on arrhythmias and on congenital heart dis- 
ease is too short. The text is clear and easy to 
follow. It is supplemented by numerous diagrams 
and line drawings. A few references are given at 
the end of the book, and there is an index. This 
book is recommended not only for the student of 
electrocardiography but also for the cardiologist 
who would like a fresh approach to the subject of 
electrocardiography. 
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CANCER OF THE CERVIX 

To THE Eprror:—A 60-year-old woman had a biopsy 
for cancer of the cervix. The diagnosis was car- 
cinoma in situ of cervix. A week later a conization 
was performed to certify the diagnosis. The re- 
sult was a diagnosis of carcinoma of the cervix, 
grade III, stage one. The patient does not want 
to undergo surgery or radiation and claims that 
she might have been cured by the conization. Can 
a cancer of the cervix be cured by conization 
without surgery or radiation following? 


Walter M. Lehmann, M.D., Carmel, Calif. 


AnswerR.—The diagnosis of cancer in situ of the 
cervix demands that the attending physician estab- 
lish this fact without any chance of error. Therefore, 
conization of the cervix and sample sectioning of 
the many blocks are accepted procedures. This case 
illustrates the need for such thorough study of the 
squamocolumnar junction of the cervix. The treat- 
ment of invasive carcinoma is x-ray and radium or 
radical hysterectomy and lymph node dissection. 
No one would take the risk of assuming that simple 
conization has removed all of the cancer bearing 
area. This patient should be told that she has in- 
vasive cancer, that there are only two accepted 
treatments, and that if she refuses to submit to such 
therapy, she is responsible for whatever might occur 
due to spread and invasion of the primary lesion. 


TREATMENT OF DERMATITIS 
HERPETIFORMIS 
To tHe Eprror:—Is there any effective or promis- 
ing treatment, other than sulfapyridine, for 
dermatitis herpetiformis? Is there any reason to 
believe that iproniazid would be helpful? 
M. E. K. Johnson, M.D., Kalispell, Mont. 


ANsweR.—Many therapeutic agents, in addition 
to sulfapyridine, have proven to be effective in con- 
trolling eruptions of dermatitis herpetiformis. In 
some instances, other sulfonamides have given re- 
sults equal to those obtained with sulfapyridine and 
with fewer toxic manifestations. Some authorities 
tend to disagree on the effectiveness of other sulfa 
drugs, but personal experience with sulfadiazine, 
triple sulfas, etc. has been gratifying. Among the 
more effective agents is potassium arsenite (Fow]- 
ers) solution. However, this pentavalent inorganic 
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arsenical is not employed at this time in cases of 
chronic dermatoses, including keratoses and 
squamous-cell epitheliomas, because of late toxicity. 
The latter, when on the palms and soles, may 
metastasize to regional lymph nodes, making the 
use of this agent inadvisable. Sulfoxone sodium, 0.3 
to 0.9 grams per day, and other sulfones have prov- 
en efficacious in some instances of this disease. Nic- 
otinamide, in large doses, will control some cases. 
Probably corticosteroids are as effective as any 
agent in this disease, and the toxicity is no greater 
than with sulfones, sulfonamides, etc. A long acting 
corticotropin could be administered intramuscu- 
larly in doses of 40 units from twice weekly to 
daily. If oral medication is preferred, cortisone 
could be used in a dose of 300 mg. the first day, 
200 mg. the second day, and then 100 mg. daily in 
divided doses. Further modifications of dosage 
would be indicated by clinical progression and re- 
sults. Corticosteroids could be substituted for corti- 
sone in equivalent dosage if desired. Many of the 
aforementioned agents contain a modified nicotinic 
acid-type radical. A therapeutic trial of iproni- 
azid in dermatitis herpetiformis would be a reason- 
able procedure. However, lack of personal experi- 
ence by this consultant with this agent makes an 
answer regarding its clinical efficacy impossible at 
this time. Incidentally, it might be mentioned that 
dermatitis herpetiformis tends to “burn itself out” 
after 10 to 20 years, so spontaneous cure is to be ex- 
pected. With this in mind, it is wise to consider seri- 
ously the potential toxicity of any agent introduced 
for the treatment of this condition. 


THERAPY WITH MINERAL PREPARATIONS 


To THE Eprror:—More and more minerals are being 
added to vitamin-mineral preparations. 1. How 
necessary are these minerals? 2. Just what is their 
function? 3. How many minerals are actually 
present in the various tissues and organs of the 
human body? 

H. Curtis Wood Jr., M.D., Philadelphia, Pa. 


AnsweR.—The A. M. A. Council on Foods and 
Nutrition has just finished preparation of a state- 
ment on vitamin preparation as dietary supplements 
and as therapeutic agents. This statement, soon to 
be published in THe Journaw and available from 
the Council on Foods and Nutrition, is intended 
as a guide to the physicians using multivitamins and 
states that there is little or no justification for the 
inclusion of minerals in vitamin preparations. Cal- 
cium and iron are exceptions in preparations in- 
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tended for use in gestation and lactation. The well- 
balanced diet can be counted on to supply all 
mineral elements needed for proper nutrition. 

The mere presence in the body of an element 
does not constitute sufficient evidence that it is re- 
quired, The body is exposed to so many elements 
from the food we eat, the water we drink, and the 
air we breathe that it seems likely one could prob- 
ably find a trace of all the elements in the periodic 
table. Until we know more about the detoxification 
of nonrequired elements and inert storage of them, 
it might be best to assume, for example, that most 
of the elements listed as having been found in the 
human body are there by happenstance. Except for 
special situations, there is no rationale for extra- 
dietary ingestion of mineral preparations as com- 
pounded with multivitamins. 


DIAMETER OF RETINAL BLOOD VESSELS 


To THE Eprror:—What are the average calibers of 
the retinal artery and vein at the disk margin? 


M.D., Mexico. 


Answer.—Hertel (Arch. f. Ophth. 52:191-222, 
1901) found the average diameter of the central 
retinal artery during life to be 212.1 » in the 25-to- 
30-year range and 210.2 » at about 6C years. The 
average diameter of the central vein was 228.9 p 
in the 25-to-30-vear group and 234 » at about 60 
years. 


EXCESSIVE RELAXATION OF PELVIC 

JOINTS DURING PREGNANCY 

To tHE Eprror:—About the middle of the fifth 
month of pregnancy, a 29-year-old woman sud- 
denly developed a sharp, paralyzing pain in her 
right hip “like I had pinched a nerve.” She con- 
tinued to have such spells, which became more 
frequent and more severe until after the birth of 
her child. Shortly after delivery (under saddle- 
block anesthesia) she was perfectly normal and 
free of pain. In her second pregnancy the pains 
started the latter part of the second month. They 
were more frequent and gradually more severe, 
always in her right hip and leg, and occurred 
mostly when she was in a prone or a stooping 
position. On one occasion she was taking a bath 
and had to call her husband to lift her out of the 
tub. After her second labor she improved im- 
mediately and is now perfectly well. Perhaps she 
may have a natural excess of a relaxing hormone, 
since she has short easy labors. Could such symp- 
toms be caused by a relaxation in some of the 
joints during pregnancy? 


Frank W. McCorkle, M.D., Gadsden, Ala. 


Answer.—The supposition that the pains in the 
case cited were due to excessive relaxation of one 
or more pelvic joints resulting from an overabun- 
dance of a relaxing hormone elaborated during ges- 
tation may be correct. If this is so, the following 
is pertinent. Greenhill (Obstetrics, ed. 11, Philadel- 
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phia, W. B. Saunders Company, 1955, p. 538) says: 
“The advent of x-rays changed many old and er- 
roneous ideas concerning the pelvis. It is now known 
that: (1) pregnancy causes relaxation of the pubic 
joint as evidenced by a separation of the pubic 
bones; (2) the amount of separation varies, being 
pathologic in some cases; (3) the relaxation of the 
joint begins during the first half of pregnancy, 
reaches a maximum at the seventh month and does 
not increase during labor; (4) the amount of re- 
laxation diminishes after labor and returns to the 
nonpregnant state within six months; and (5) a 
similar change probably occurs in the sacroiliac 
joints. 

“According to Young, the disabilities arising from 
excessive relaxation of the pelvic joints fall under 
two headings: (1) those dependent on excessive 
mobility at both the sacroiliac and the pubic joints 
and (2) those dependent on an excessive mobility 
at the sacroiliac joints alone. He believes that clini- 
cal symptoms arise more often from sacroiliac 
relaxation than from pelvic loosening. In place of 
the expression ‘excessive relaxation of the pelvic 
joints during pregnancy’ Young suggests ‘pelvic 
arthropathy of pregnancy’ with its variants ‘sacro- 
iliac arthropathy’ and ‘pubosacroiliac arthropathy.’ 
In a series of 4,512 pregnant women these arthrop- 
athies occurred thirty-four times, an incidence of 
0.75 per cent. . 

“The chief symptoms of undue pelvic mobility 
are pain and tenderness in the pubic and sacroiliac 
joints which first appear about the sixth or seventh 
month of pregnancy. In the beginning the patient 
experiences pain only on walking and during exer- 
tion. The pain may appear suddenly. The pain may 
be so severe that walking or even standing is im- 
possible and in these patients there is excruciating 
pain when they turn in bed or are placed on a 
bedpan. The gait is usually affected, when mild 
there is a limp on one side and when severe there 
is a side-to-side waddle. 

“One of the most characteristic signs is tender- 
ness on pressure over the pubic joint and the af- 
fected socroiliac joint. . . . 

“In mild cases relief can be obtained by the 
wearing of a properly fitting girdle and some re- 
striction of activities. The girdle should be worn 
for a few months after delivery. For severe cases 
complete rest in bed is necessary. After seven to 
ten days the patient may get up but she must wear 
a strong support. In a few instances not only must 
patients be placed in bed but they must be kept 
in slings similar to those used for fractured pelves. 
This treatment may have to be continued through- 
out the remainder of the pregnancy and for a few 
weeks after delivery. 

“The management of patients during labor is im- 
portant, particularly if inhalation anesthesia is used. 
Under such circumstances the patients cannot pro- 
tect themselves by voluntary muscular control. 
Therefore movements of the pelvis o1 limbs may 
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cause damage to the softened or vulnerable joints. 
The lithotomy position is particularly harmful 
(Young).” 


GEOGRAPHIC TONGUE 
To THE Eprror:—What is the cause, prognosis, and 
newest treatment of geographic tongue? 
Edmund C. Wallner, M.D., Troy, N.Y. 


Answer.—This is a benign type of coating of the 
tongue in which the deposit or furring arranges 
itself in such a manner as to simulate a geograph- 
ical map. It is known also as erythema migrans, 
glossitis areata exfoliativa, or “wandering rash.” It 
is an asymptomatic superficial migratory deposit on 
the tongue, noninflammatory in nature, and slowly 
changes from day to day. Usually it is confined to 
the dorsum and sides of the tongue; the lesion be- 
gins as a central deposit and extends itself dis- 
tally by concentric rings at times; the individual 
patches coalesce, giving rise to polycyclic figures 
which represent the geographic tongue. The con- 
dition is fairly common and has no clinical signifi- 
cance. It tends to be persistent and is prone to re- 
lapses. Its etiology is unknown; treatment apart 
from prophylactic oral hygiene is not necessary. 


AORTIC ANEURYSM 

To tHe Eprror:—A 31-year-old man has had a 
diagnosis of aneurysm of the arch of the aorta 
since 1953. This aneurysm has been demonstrated 
by fluoroscopic studies and by angiocardiog- 
raphy, which, however, was not entirely satis- 
factory. There is some calcification in the an- 
eurysm. There has been no change in the size of 
the aneurysm on routine x-rays repeated every 
six months. The patient was seen by several con- 
sultants who did not recommend any surgical 
intervention since there has been no change in 
the size of the aneurysm. The patient works ev- 
ery day and complains only of dyspnea on un- 
usual exertion. His physical examination is es- 

- sentially negative. There is no cardiac enlarge- 
ment. There is regular sinus rhythm. Both radial 
pulses are equal and synchronous. Blood pres- 
sure in the right arm is 130/80 mm. Hg and in 
the left arm is 124/80. What treatment is advised 
in this case, and what is the prognosis? 

M.D., Ohio. 


Answer.—If, because of the circumstances in this 
particular case, resection of the aneurysm with in- 
sertion of an arterial homograph is not deemed ad- 
visable, the patient should be advised to avoid 
unusual exertion such as heavy lifting and straining. 
Whereas spontaneous rupture is very common, the 
increased arterial pressure occasioned by muscular 
effort would predispose to enlargement and _possi- 
ble rupture of the aneurysm. There is no informa- 
tion given as to the size or shape of the aneurysm, 
whether saccular or dissecting, etc. One would 
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conclude that it is fairly small in view of the ab- 
sence of pressure symptoms, and this fact together 
with its apparent stability over a five-year period 
might well imply a favorable prognosis; however, 
the age of the patient and the location of the aneu- 
rysm would speak for a dissecting aneurysm rather 
than an arteriosclerotic or syphilitic one and a 
further dissection could conceivably occur at any 
time. 


NEVUS FLAMMEUS 

To THE Eprror:—For 10 years a patient has suffered 
from chronic eczema located solely on a birth- 
mark, It is a nevus flammeus located on the right 
mental, right mandibular, and right cervical re- 
gions, extending up into the scalp. It has received 
a great deal of treatment but does not respond. 
The patient's urine contained 4% lead on one 
occasion. Other specimens have been normal. She 
works as a “solderer” and was quite free of cu- 
taneous disease before being so employed. A 
physical examination was normal in all respects. 
Cortisone ointments help but do not cure the 
condition. Please give suggestions, particularly 
as to treatment and etiology. 

M.D., Massachusetts. 


ANSwER.—The causes of an eczematoid eruption 
are nearly limitless. Lead, per se, is not dermato- 
genic. Soldering is not apt to cause such an erup- 
tion, although ammonium chloride is a recognized 
cause of dermatitis. A nevus flammeus is seldom 
involved selectively in such a condition. The possi- 
bility of a fixed-drug eruption occurring in an area 
of lowered resistance must be considered. This 
could be due to a laxative, tonic, or analgesic, ete. 
Excision of the nevus followed by grafting might 
eliminate the dermatitis or might prove to be in- 
effective in this case. It would necessitate a great 
gamble in money and time with no assurance of 
results. 


SUDDEN BLOOD PRESSURE FALL WITH 

HYPOTENSIVE DRUGS 

To tHE Eprror:—On a moderate dosage of a gan- 
glionic-blocking drug, some patients manifest sud- 
den and profound blood pressure drops to sys- 
tolic levels as low as 70 or 60 mm. Hg. Have 
these blood pressure changes (often associated 
with extreme pallor and dizziness) ever resulted in 
cerebrovascular or cardiac catastrophe? 

Alfred Soffer, M.D., Rochester, N. Y. 


ANswerR.—The sudden and marked drops in blood 
pressure that can occur with ganglionic-blocking 
drugs can and do result in cerebrovascular and car- 
diac catastrophes. The decrease in blood flow dur- 
ing syncopal or near syncopal attacks brought on by 
these drugs not infrequently produces anginal pain 
when none has been present before. Death from 
multiple myocardial infarctions has been reported. 
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Cerebral thrombosis has been related to the drops 
in blood pressure. A standard story (true or not) is 
of the patient who developed hypotension in a tele- 
phone booth and died because he was prevented 
from falling to a horizontal position. This consult- 
ant has had patients with anginal pain as a result 
of hypotension but has had no major mishaps and 
therefore maintains a respect for these drugs. It is 
believed that they are not indicated in most pa- 
tients with essential hypertension in whom they are 
being used. 


ALLERGY TO MUSHROOMS 

To THE Eprror:—A 53-year-old man has, for many 
years, had violent gastrointestinal upsets with 
nausea and vomiting occurring regularly about 
three to four hours after the ingestion of a meal 
containing fresh mushrooms prepared in any form. 
Relief follows the vomiting of the complete meal. 
The reaction does not occur when dried mush- 
rooms are used. Please advise whether parenteral 
or oral desensitization with mushroom extracts 
may be expected to give any degree of tolerance. 
If feasible, this procedure is desirable, since at- 
tacks frequently occur from meals containing 
mushrooms which have been disguised in sauces, 
gravies, or other accessories to the meal. 

M.D., New Jersey. 


ANsweR.—Parenteral or oral desensitization with 
mushroom extract seems completely unnecessary. 
That particular food is quite easily detected, both 
as mushrooms and in vehicles which might contain 
mushroom. Avoidance is the main treatment. It 
might be well to prove the allergy to mushroom by 
doing a scratch test with mushroom extract. In- 
cidentally, mushrooms, yeasts, and various fungi are 
closely related. Therefore, while the skin tests for 
mushrooms are being done, skin tests should also be 
done for the yeasts and fungi. 


THE UNFORGIVABLE SIN 

To THE Eprtor:—Women suffering from melanchol- 
ia agitata often state that they are guilty of, or 
have committed, the original sin. What do they 
mean by this statement? M.D., West Virginia. 


ANSWER.—There is a confusion in name here. 
They mean the unforgivable sin, not the original 
sin. Original sin in theology refers to partaking of 
humanity and inherited responsibility for the sin of 
Adam. The unforgivable sin refers to Jesus’ state- 
ment that all sins would be forgiven, except the sin 
against the Holy Ghost. The Holy Ghost keeps 
you sensitive to your obligations, gives you qualms 
when you do wrong, etc. Hence, if you finally stifle 
it by ignoring its promptings, you can become 
amoral, beyond reach, and lost. This is what George 
Washington meant by the copybook maxim: “Labor 
to keep alive in thy breast the spark of celestial fire 
known as conscience.” Any one who is worried has 
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obviously not committed the unforgivable sin. How- 
ever, such considerations usually do not help neu- 
rotic or psychotic people whose basic condition is 
loneliness and abandonment and which they try to 
explain by reference to imaginary guilty acts. 


PERSISTENT ALBUMINURIA WITH 

NEPHROSIS 

To tHE Eprror:—A 7-year-old girl with nephrosis 
over a period of nine weeks has a slight residual 
edema, a 4+ persistent albuminuria, and a per- 
sistently elevated sedimentation rate. Would cor- 
tisone therapy be indicated? If so, at what time 
should it be given, in what dosage, and for what 
length of time? 

Robert E. Sandlin, M.D., Antioch, Calif. 


Answer.—This child has had a relatively short 
course and had done fairly well. The albuminuria 
as well as the elevated sedimentation rate may per- 
sist for some time. A diet low in salt and high in 
protein should be prescribed and strictly followed. 
The aim in therapy should be to prevent infections 
(respiratory) and to allow the child to continue to 
recover. Some form of long-acting penicillin (125 
mg. three times daily) should be given orally for at 
least six months to prevent infection with strepto- 
cocci and pneumococci. 


RADIUM IN TREATMENT 

OF FIBROID TUMORS 

To tHE Eprror:—Please give indications for, and 
contraindications to, use of radium in treatment 
of fibroid tumor of uterus. M.D., Kentucky. 


Answer.—There is only one indication for the use 
of radium in the treatment of a fibroid tumor of the 
uterus and that is abnormal or excessive uterine 
bleeding. The contraindications for its use are far 
more important and limit its use to the rare patient. 
These contraindications, as usually stated, are a 
patient who is at the child-bearing age, tumor and 
uterus the size of a three or four month fetus, a 
tumor that is pedunculated, associated pelvic path- 
ology, or pain and tenderness in the area. Naturally 
a combination of these findings would tend to make 
the contraindication even more valid. 


INFERTILITY OF PROSTITUTES 
To tHe Eprror:—Why do prostitutes never become 
pregnant, although no contraceptives are used? 
M.D., Canada. 


ANsweER.—It is true that prostitutes rarely become 
pregnant, although contraceptives are rarely used. 
This can be explained by the occurrence of pelvic 
inflammatory disease following gonorrhea or post- 
abortion. Mechanical factors due to peritubal and 
periovarian adhesions are usually stated as explana- 
tions, although emotional factors as well as the pos- 
sible immunological effects of multiple sources of 
semen should be given some consideration. 
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A. M. A. MEMBERSHIP 


To THE Eprror:—Is an active member of a state 
medical society automatically a member of the 
A. M. A.? Is the A. M. A. continuing to assess 
its members $25 as was done in 1949? 

M.D., Idaho. 


ANSWER.—Several changes have taken place in 
the membership and fellowship structure of the 
A. M. A. from 1949 through 1958. From 1913 to 
1949 all physicians who were active members of 
their state society were non-dues-paying members 
of the A. M. A. Of the 144,211 members of the 
A. M. A. in June, 1949, a total of 77,723 were listed 
as Fellows. Fellowship in the A. M. A. was de- 
pendent upon membership in the state medical so- 
ciety. Fellows paid dues ($12) directly to the 
A. M. A. and received THE JouRNAL or, if they so 
elected, one of the special journals. In 1949 the 
House of Delegates of the A. M. A. assessed all 
members $25, but this assessment was not compul- 
sory. This was the only assessment made. Fellows 
still paid dues of $12 and received THE JOURNAL. 
In 1950 there was no assessment. Membership dues 
of $25 a year, however, were established. If these 
dues were not paid the member was dropped. Be- 
fore he could be reinstated it was necessary for 
him to pay the delinquent year’s dues. The 1950 
membership dues did not include a subscription to 
THE JourRNAL. A member who was also a Fellow 
was asked to pay fellowship dues ($12) in addi- 
tion to membership dues and received THE Jour- 
NAL; non-Fellows subscribed to it separately. In 
1951 the membership dues in the A. M. A. were 
$25 and for the first time included a subscription 
to THE JouRNAL. Fellowship dues were reduced to 
$5, in addition to membership dues, and no longer 
included a subscription to THE JouRNAL. From 1952 
to 1958 membership dues have been $25. Fellow- 
ship in the A. M. A. was abolished in June, 1952. 
Dues-paying members of the A. M. A. receive 
their choice of one of the 10 scientific publications 
of the A. M. A. as a benefit of membership. Mem- 
bership dues in the A. M. A. have never included 
fellowship dues. Membership dues are payable 
only through the county and state medical societies 
and not directly to A. M. A. 


JOINING THE A. M. A. 

To tHE Eprror:—What is the proper procedure 
for a physician who has recently completed in- 
ternship and started the practice of medicine 
and who would like to join the A. M. A.? 

M.D., Illinois. 


ANSwER.—Membership in the A. M. A. is depend- 
ent upon membership in the physician’s county 
and state or territorial medical society. A member 
in good standing of a constituent association of 
the A. M. A. is eligible for either active or asso- 
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ciate membership in the A. M. A. However, request 
for such membership should be made through the 
secretary of the component county and constituent 
state society where a physician conducts his pro- 
fessional activities. 


ALTERATION OF TOOTH COLOR 

To THE Eprror:—In Tue Journa, Jan. 4, 1958, 
page 111, is a question and answer relative to 
alteration of tooth color. The answer is correct 
except for the sodium fluoride treatment recom- 
mended. Applied to tooth areas of this type, 
sodium fluoride is almost certain to turn the 
affected enamel a dark brown, which cannot be 
removed, A saturated solution of zinc chloride 
applied once a month for six or eight months 
will usually prevent destruction, and the natural 
color will gradually return. It may take a year or 
so. Dry the tooth, apply the zinc chloride with a 
pledget of cotton, and keep it dry for a few 
minutes. This method has given excellent results 
for many years. Raymonde A. Albray, M.D. 

31-33 Lincoln Park 
Newark 2,N. J. 

The above comment was referred to the con- 

sultant who answered the original query, and his 

reply follows.—Epb. 


To THE Eprror:—To the best knowledge of this 
consultant, there have been no reports of tooth 
discoloration following the application of sodium 
fluoride paste as recommended for the treatment 
of hypersensitive dentine. Discoloration has been 
observed from the use of stannous fluoride, 
topically applied, as a means of controlling 
dental caries. Stannous fluoride has not been 
recommended for the treatment of hypersensi- 
tive dentine. The latest edition of Accepted Den- 
tal Remedies, 1958, suggests the use of equal 
parts of sodium fluoride, kaolin, and glycerin for 
the treatment of hypersensitive dentine on the 
cervical areas of the teeth. In this same edition, 
on page 189, a formula for this preparation is 
given. The only explannation this consultant can 
give is that a stannous fluoride preparation was 
used instead of the sodium fluoride preparation 
recommended or that some other ingredient be- 
sides sodium fluoride was responsible for the 
tooth discoloration observed. 


GLAUCOMA AND HYPOTENSIVE DRUGS 

To THE Eprror:—A query on glaucoma and hypo- 
tensive drugs appeared in Tue JourNaL, Dec. 21, 
1957, page 2139. In view of the scarcity of in- 
formation on this subject, as your consultant 
pointed out, it might be worthwhile mentioning 
two articles of interest in this connection. In 
one (Brit. J. Ophth. 36:593, 1952; abstracted, 
J. A. M. A. 151:864 [March 7] 1953) the author 
reports consistent drops in intraocular pressure 
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in a small group of patients with severe hyper- 
tension who were given intramuscular injections 
of pentamethonium bromide. In the other (Am. J. 
Ophth. 43:550, 1957) the authors describe signifi- 
cant falls in intraocular pressure in patients 
with glaucoma to whom reserpine was admin- 
istered intravenously. It was suggested that the 
fall in intraocular pressure in normotensive eyes 
was related to the drop in arterial pressure. 
However, in eyes with elevated ocular tensions, 
mechanisms other than those concerned with 
blood pressure were excessively effective. 

George X. Trimble, M.D. 

The Seaside Memorial Hospital 

of Long Beach 
1401 Chestnut Ave. 
Long Beach 13, Calif. 


MICROMETHOD DETERMINATION OF 
BILIRUBIN IN ERYTHOBLASTOSIS 


To THE Eprror:—In THe Journat, Aug. 24, 1957, 
page 1995, in Queries and Minor Notes, there is 
an error in the answer to the question on micro- 
method determination of bilirubin in erythro- 
blastosis. The sentence “If a Coleman spectro- 
photometer is used, filter no. 550 should be 
used” is incorrect. There are not any filters 
used in these instruments at all. The spectro- 
photometers are constructed on the principle of 
making a spectrum (usually by means of an 
optical gratin), from which the beam of: respec- 
tive wave length can be elected. The main ad- 
vantage of spectrophotometers is that a very 
monochromatic beam can be achieved. Thus the 
sentence should be: “If a Coleman spectropho- 
tometer is used, we should set the wave length 
on 550 my. 
In an article by Mertz and West (A. M. A. Am. 
J. Dis. Child. 91:19, 1956) a very quick and 
simple micromethod is described in which only 
0.1 ml. of serum is needed. The Van den Bergh 
method is now going out of use, due to errors, 
especially in cases of hemolytic serum determina- 
tions. In the very determination of the bilirubin 
level in erythroblastoses, a hemolysis-free serum 
cannot be obtained, because the hemolysis is a 
fundamental characteristic of erythroblastosis. 
Docent Dr. A. Palacky 
Doctor-in-Chief, Pediatric Dept. 
County General Hospital 
Uh. Hradisté, Czechoslovakia. 


The above comment was referred to the con- 
sultant who answered the original query, and his 
reply follows.—Eb. 


To tHe Eprror:—An error was made; the sentence 
should read: “If a Coleman spectrophotometer is 
used, the wave length on 550 my is correct.” It is 
true that the Van den Bergh test is used for the 
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determination of direct and indirect bilirubin 
levels. In some cases of erythroblastosis where the 
serum may be hemolyzed, it is recommended that 
in the photometer the red filter be used because it 
takes out the red from the hemolyzed serum and 
leaves the yellow color in the serum for bilirubin 
determination. 


IRRITATION DURING ULTRASOUND 
TREATMENT 


To THE Eprror:—A question on superficial irrita- 


tion and burning pain during treatment of 
ultrasonic diathermy was asked in THE JouRNAL, 
Dec. 21, 1957, page 2140. This is a common 
occurrence when there is improper coupling 
between skin and applicator in ultrasonic gener- 
ators where there is no provision for reducing 
the power to avoid overheating of the trans- 
ducer. This has occurred especially during ex- 
periments where the higher dosages are used and 
a portion of the body contour cannot adapt itself 
well to applicator surface. Should the patient 
complain of this, it is imperative to add more 
coupling medium and apply firm pressure on 
the applicator. The reason for the overheating 
and thus the superficial pain, and occasionally 
a burn, is the marked difference of acoustic 
impedance of air and the applicator surface caus- 
ing almost the entire amount of ultrasonic energy 
to be reflected at the applicator surface—air 
interface. Ernest W. Johnson, M.D. 
Department of Medicine 
Ohio State University 
Columbus 10, Ohio. 


METASTASIS FROM TESTICULAR TUMOR 
To THE Eprror:—In Queries and Minor Notes, THe 


JournaL, Dec. 14, 1957, page 2033, a problem 
concerning the treatment of metastasis from tes- 
ticular tumor was presented. I believe that bi- 
opsy, if possible, should certainly be done. An 
article appeared in Radiology (65:599, 1955), 
describing a new chemotherapeutic agent that 
has been used apparently with good results, in 
cases of wide-spread metastases from testicular 
tumors. Dr. Joseph M. James 
Waterbury Hospital 
Waterbury, Conn. 


The above comment was referred to the con- 


sultant who answered the original query, and his 
reply follows:—Eb. 


To THE Eprtor.—The article to which this letter 


refers mentions only one casé report, the entire 
description being limited to a single short para- 
graph. It is the feeling of this consultant that 
chemotherapy in carcinoma is not yet sufficiently 
well established to suggest its use without care- 
ful control. 
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“TOLERANCE...WAS EXCELLENT.”’* 


“appears to be [a] drug of choice 
in the treatment of long-standing edema.” 


Demonstrated effectiveness and a 
low incidence of side reactions indi- 
cate a high order of usefulness for 
Rolicton (brand of amisometradine), 
the new orally effective diuretic agent. 

Relatively infrequent and benign 
side effects make the benefits of effec- 
tive diuresis available to patients who 
are intolerant to mercurials, sulfon- 
amides and other diuretics. 

Of thirty-six patients studied by 
Settel* most had ceased to take or 
were taking only sporadically “vari- 
ous types of mercurial and nonmer- 
curial diuretics orally” because of 
intolerance or ineffectiveness. Unin- 
terrupted administration of Rolicton, 
on the other hand, was well tolerated. 
Urinary output increased an esti- 
mated 40 to 100 per cent. Patients 
lost from 2 to 9 pounds of weight dur- 
ing the first five days of treatment. 

One tablet of Rolicton b.i.d. (after 
the first day’s dosage of four tablets) 
is sufficient to maintain most patients 
free of edema. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the 
Service of Medicine. 


*Settel, E.: Rolicton® (Aminoisometradine), a 
New, Nonmercurial Divretic, Postgrad. Med. Sectioned glomerulus, showing folding 


21:186 (Feb.) 1957. of the basement membrane. 


Illustration by Hans Elias 
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What is the best way 
to lose weight? 


ian 


- 


What happens to your obese patients 
AFTER their hunger is suppressed? It’s true, 
amphetamines and similar drugs po kill 
hunger pangs and po help many patients cut 
the amount of food eaten. BUT . . . USE OF 


APPETITE DEPRESSANTS IS A HALF- MEASURE! 
It only solves half the problem 


Obesity demands nutritional care; it is bas- 
ically a nutritional problem. That is why 
you are urged to try the DiereNne Diet 
that promotes weight loss through sound 
nutrition ... assures patient cooperation... 
encourages the sensible eating habits neces- 
sary to maintain ideal weight. 


Try the DIETENE DIET 


Whatever program you now fol- 
low, the DIiETENE D1ET—based 
on INSTANT DIETENE—assures 
you a safe, more natural way to 
give NEW help to obese patients. 
The DIETENE promotes 
weight loss through nutritional 
therapy alone. Patients receive 
FULL nutritional support through 
a dietetically correct 1000-calorie 
diet and between- 

meal DIETENE 

milk shakes. 


SEND FOR 
FREE DIETENE 
AND DIET 
ANALYSIS 


a THE DIETENE COMPANY DA-388 
3017 Fourth Ave. So., Minneapolis 8, Minn. 


PLEASE SEND ME—FREE—a one pound can 
of INSTANT DieTENE Reducing Supplement 
(regular $1.89 size) and an analysis of the 
Dierene Diet (Free supply of DigTENE 
Diet SHEETS included.) 


Name 


Address. 


City State 
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CLASSIFIED ADVERTISEMENTS 


Advertisements under the following headings 
are charged at the rate of $7 per insertion for 
30 words or less: additional words 25¢ each. 


WANTED WANTED FOR SALE 
Assistants Situations Practices 
Physicians Nurses Hospitals 
interns & Resil- Professional & Equipment 

dents Technical Aides Books 
Locations Apparatus 
Locum ee Books FOR RENT 
Partne Hospitals ABSTRACTING 


SEMI-DISPLAY ANNOUNCEMENTS 
FOR PERSONAL CLASSIFIED ADVERTISEMENTS 
set in bold type (like this paragraph) the rate is $8.75 
‘or 


= ae 30 words or less, additional words 30¢ 
each. 
BOX NUMBER 


ADVERTISEMENTS—a fee of 
45e is charged to have answers sent care of A.M.A. 
Count 4 words for box number instructions. 
Letters sent in care of The Journal are forwarded 
promptly. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


COMMERCIAL ANNOUNCEMENTS 
For classified advertisements of a commercial or 
promotional nature, the rate is $9 for 20 words 
or less, additional words 30c each. For semi- 
display, $11.25 for 20 words or less; additional 
words 40c each. This rate is for each insertion. 
Box number charge same as personal ads. This 
applies to advertisements of firms or individuals 
in business such as: 
Publishers Manufacturers Insurance 
Printers Suppliers Resorts 
in fact, anything but personal classified ads. 


ADVERTISING CLOSE 
FRID NOON 15 DAYS PRIOR TO 
DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


WANTED—MEDICAL COPYWRITER; LEADING NA- 
tional advertiser with headquarters in Los Angeles seeks 
experienced copywriter with background in medical and 
biological sciences to create advertising and promotion- 
al materials for highly specialized medical equipment; 
imagination, initiative and capacity to do background 
research essential; this is a challenging and rewarding 
position in our advertising department, with excellent 
salary and “Yuture opportuni commensurate with ex 


perience and ability. In rep send complete resume 
AMA. 


and salary requirements to: Box 5574, So 
APPROVED FELLOWSHIP CARDIOVASCULAR DIS 
ease; complete cardiovascular center; catheterization; 
cinefluoroscopic angiograms; pulmonary function; iso 
topes; cardiac surgery; research, etc; graduate with 
equivalent of two years of internal medicine $300 
month. Apply: Robert S. Green, MD, Mem rial Heart 
Laboratory, St. ary’s Hospital*+; Cincinnati 14, 


Ohio 


APPLICATIONS ARE INVITED FOR POSITION OF 


fellow in surigcal cardiac research at MecGiil Uni- 
versity; at least two vears’ residency essential; salary 
according to _qualific ations; candidate may register for 

Se. degr Apply: Direct Experimental Surgery, 


McGill U nive rsity, Montreal, Canada. 


ASSISTANTS WANTED 


RADIOLOGIST—-ASSISTANT; BOARD MAN; OR EL- 
igible to begin July 1, active voluntary hospital; New 
York City; 17,000 examinations annually; full time 
diplomate in charge. Box 5529 B, % AMA. 


PHYSICIANS WANTED 


WANTED—JULY 1, 1958; MEDICAL DIRECTOR AND 
superintendent for 359 bed modern tuberculosis hospital 
located in rural scenic area of North Dakota; now av- 
eraging 35 patients; 231 admissions in 1957; patients 
with non-tuberculous diseases adzaltted for diagnosis; 
possibility of transfer of hospital to state university city 
with faculty appointment for qualified chest physician; 

S. citizenship, five years experience in tuberculosis 
and eligibility for state licensure pequired by state law; 
applicant has to acquire medica! license at first oppor- 
tunity following employment; salary to $14,000 depend 
ing upon training, and full family maintenance. Send 
all particulars including references first letter to: Mr. 


H. H. 
marck, 


WANTED—PHYSICIAN INTERESTED IN WORKING 
with psychiatric patients in a residency approved neuro- 
psychiatric hospital with dynamically oriented thera- 
peutic program; opportunity for training in psychiatry 
available; active teaching program for residents and 


Joos, Chairman, 


Board of Administration, Bis- 
North Dakota. Cc 


medical students under university supervision; partici 
pation in research encouraged in an active research 
unit; salary contingent on qualifications. Write: E. P. 


Brannon, MD, 


Manager, Veterans Administration Hos- 
Coatesville, Cc 


pital, Pennsylvania. 


i EXCELLENT OPPORTUNITIES FOR BOARD CERTI- 


fied or Eligible ophthalmologist; allergist, otolaryngol- 
ogist in group practice; 19 specialists; all Board Certi- 
fled; full partnership ‘three year; remuneration based 
entirely on work done; guaranteed minimum $12,000; 
no upper limits; new clinie building; unusually fine 
hospital facilities; attractive midwestern city of 105,000 
Box 5607 C, % AMA 


(Continued on page 100) 
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Certain skin disorders are due primarily to “nerves”, others are 
often aggravated by anxiety, tension, and fear.' 

‘Miltown’ therapy, 400 mg. t.i.d., relaxes the mind and al- 
lays somatic symptoms of anxiety and tension. It was used with 
encouraging results in a series of 164 patients with inflamma- 
tory skin conditions, including atopic, eczematoid and neuro- 
dermatitis, lichen planus, psoriasis, and anogenital pruritus.* 

‘Miltown’ has been found “an effective addition to conven- 
tional dermatological therapy.’ Results were achieved “with- 
out impairment of physical activity or mental alertness.”* 


References: 1. Cahn, M. M.: The use of tranquilizing drugs in dermatology. J. Albert 
Einstein M. Center 4:161, Sept. 1956. 

2. LeVan, P. and Wright, E. T.: Use of tranquilizers in discases of the skin —A preliminary 
report. California Med. 85:87, Aug. 1956. 

3. Sokolof, O. J.: Meprobamate ( Miltown) as adjunct in treatment of anogenital pruritus. 
A.M.A. Arch. Dermat, & Syph. 74:393, Oct. 1956. 
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“PROOF IN PRACTICE’’* 


a study of 15,841 
hypertensive patients 


Below are actual comments made by 
some of your colleagues who partici- 
pated in the recently completed study on 
cryptenamine (Unitensen). Evaluation of 
the drug was based on experience in 
everyday private practice. 


“Unitensen is as good as any 
drug in its field. 


find U 

or mil tobequ 
with few sid 
effective on 


uite effective 
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*A summary of the “Proof In Practice 
study is available upon request from the 
Medical Director, Irwin, Neisler & Co. 


UNITENSEN 


Each Unit 1 tablet contai 
crypt ine (t tes) 2.0 mg. 


UNITENSEN-R 


Each Unitensen-R tablet contains cryptenamine 
(tannates) 1.0 mg., Reserpine 0.1 mg. 


Clinical supplies available upon request. 


Irwin, Neisler & Co. ¢ Decatur, Illinois 


TONICS AND SEDATIVES 
My Favorite Story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


The rector of the church which was 
attended by Jay Gould, the Wall Street 
tycoon, was getting ready to retire and 
fortunately had accumulated about $30,000 
during his lifetime by scrimping and sav- 
ing. He asked Gould’s advice on how to 
invest the savings. 

“I am going to tell you something with 
the understanding that the information is 
for your ears only,” said Mr. Gould. 

The preacher agreed. 

“Take your money and buy Missouri 
Pacific.” 

He did this. For some months the stock 
went up and it seemed that the minister 
was richer on paper. Then suddenly bad 
times came and all was wiped out. Even- 
tually, he went to see Mr. Gould. 


Gw 


“I took your advice and lost all my 
savings,” he reported. 

“I am sorry. You say the amount was 
$30,000? To restore your faith I will give 
you a check for $40,000.” 

He wrote it out and handed it to him. 
The minister looked at it reluctantly. 

“I must confess something,” he began 
as he fumbled with the piece of paper. 
“I didn’t keep my word to you. I told 
several members of the congregation.” 

“I know that,” replied Mr. Gould. “They 
were the ones I was after.” 


While on the subject of politics, there 
is a story that is told about Franklin D. 
Roosevelt. 

One day his secretary told him that one 
of his old friends was saying some very 
nasty things about him. F. D. R. said, “Is 
that so. When did this happen?” 

“Oh, the past few weeks.” 

Roosevelt leaned back in his chair, took 
a puff from that long cigarette holder and 
said, “Strange, I don’t recall doing him 
any favor.” 

(Continued on page 96) 


+REATMERT FOR 


* For Intractable Cases 


* Promotes Aciduric 
Intestinal Flora 


* Especially Useful 
After Antibiotics 


Malt Soup Extract completely relieved in- 
tractable itching and burning in 80 per cent 
of a series of 46 cases of pruritus ani within 
an average of 3 days.' 


BASED ON NEW RATIONALE 


In Pruritus ani the stools are usually strongly 
alkaline. Malt Soup Extract encourages the 
growth of aciduric bacteria in the intestines. 
When this has been accomplished, the feces 
become soft, have an acid reaction, and in- 
tractable itching of the rectal region may 
disappear. 


BORCHERDT’S 
MALT SOUP EXTRACT 


Malt Soup Extract contains specially processed 
non-diastatic barley malt extract neutralized 
with potassium carbonate. 

Dose: 2 tablespoonfuls twice daily. Take in 
milk, May also be taken by spoon or in water. 
Continue for 2-3 weeks, when perianal skin 
should be healed. Resume treatment if symp- 
toms recur. 


Supplied: In 2 forms: Liquid, in 8 oz. and pint 
jars. Powder, in 8 oz, and 16 oz, jars (use 
heaping measure). 
1. Brooks, L. H.: Use of 
Malt Soup Extract in 
Treatment of Pruritus 
Ani (American Procto 
logic Society, April, 1957 
To be published. ) 
MAIL COUPON 
FOR SAMPLES 


Borcherdt 
MALT SOUP 
Extract 


POWDER 


| Borcherdt Company 
217 N. W Ave., Ch 12, m1. 
Gentlemen: Please send me free sample of Malt 
| Soup Extract and literature. 


Pages 94 J.A.M.A., March 8, 1958 
| | 
| 
‘EF 
ent s ° 
administ PeCific and 
t ered €asi] 
erally.” Orally op y 
Paren. 
> 
pe 
F 
3 
Seog 
é Borcherdt 
| — 
-----------------4 
| 


in acute, chronic 
and allergic rhinitis 


Hydrocortisone (compound F)—28 times more soluble than hydro- 
cortisone acetate—a most effective intranasal anti-inflammatory agent. 


Phenylephrine hydrochloride and Paredrine* Hydrobromide—for 
both immediate and prolonged relief of nasal blockage. 


The great effectiveness of ‘Vasocort’ “... may be attributed to the 
shrinking action of the vasoconstrictors, which may permit the 
steroid to be more efficiently distributed on the nasal membrane.” 
“Silcox . . . reported extremely effective symptomatic relief... with 
the use of ‘Vasocort’. We exhibited these results at the American 
Medical Association Convention in June, 1954, and since then I have 
had even greater success.” 
Flynn, T.F., Jr.: A.M.A. Arcl 


Smith Kline & French Laboratories. Philadelphia 


T.M. Reg. U.S. Pat. Off. 
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TONICS AND SEDATIVES (Continued) 


Still on the subject of movies, they tell | 
this tale about Sam Goldwyn, who usually 
succeeds in getting his own way. 

Some time ago, he and another producer 
got into an argument over the services of a 
talented writer. Goldwyn insisted that the 
scenarist must work for him and the other 
producer was just as determined that the 
man should work for him. 

After long debate, the second producer 
suggested that they submit their dispute to 
arbitration. 

“All right,” said Goldwyn. “I'll agree to 
that. No one can say that I’m not fair. 

“But just remember,” Goldwyn  con- 
tinued, “no matter what happens, he goes 
to work for me.” 


Did You Know That? 


The old favorite popular song, “Melan- 
choly Baby,” was written in 1912 and 
composed in the following fashion. 

George Norton, who wrote the song, 
was in a railway station awaiting the ar- 
rival of his best girl. He was informed 
that the train would be late. To while 
away the time, he began to jot down the 
words to the song. 

No sooner had he finished it, when the 
station master gave him bad news. The 
train had been wrecked. The girl was one 
of the victims. 

George Norton 
song hit. 


never wrote another 


In constipation, Metamucil pro- 
duces SOFT, easy stools and 
activates gentle peristalsis. By 
adsorbing and retaining water 
within the stool Metamucil pre- 
vents hard feces from forming. 
And it adds to the intestinal resi- 
due a soft, plastic bulk which 
ACTIVATES the normal reflex 
activity of peristalsis. 


Metamucil is a brand of psyllium 
hydrophilic mucilloid with dextrose. 


Proper Bostonians 


| Regional humor has always been a! 
mainstay of American comedians. One | 

| city in particular has come in for more 

| than a fair share of lampooning. Here are 

| some examples of the species. 

| 


A visitor to Harvard sought to see the| 


tol on a matter of business, Lowell couldn't 
be seen. The visitor was stopped in the 
outer office and told “The president is in 
Washington seeing Mr. Taft.” 
| 
A Boston woman reluctantly trans- 
planted to another part of the country 
returned to be asked how she liked being | 
home again. Having been well taught in 
a proper Boston school, she was taken 
aback. 
“Like it!” she said. “Liking Boston is 
like saluting the flag.” 


(Continued on page 98) 
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late Lawrence Lowell, the president of | © 
the university. | § 
Having been called to the nation’s capi-| ~ 
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_ RITTER EXTENSION HEAD 


=r HALTER—*] 2-90 


Hung from any door. 
Made of white double 
coutil, fleece-lined 
Buckle adjusts to fit any 
head size. Halter comes 
complete with pulley sys- 
tem, door-top support, 
spreader bar, weight 
bag. 


Indications for use: Suc- 
cessful treatment for 
pain resulting from 
complications in the 
area of the cervical 
spine; herniated cervical 
disks, osteo-arthritis of 
cervical spine, muscle 
spasm of the neck. 


$17.50. 


inches 


HORIZONTAL TRACTION ASSEM- 
BLY (Fig. 321-A) with pelvic belt 


Measurements required: circumference 3 


below iliac crests. 
ADJUSTABLE LUMBO-SACRAL 
SUPPORT—$7.00 


Made ot herring bone 
weave 2 ply coutil, rein- 
forced in back, sides and 
front with stays. Supplied 
with removable sacral pad 
and perineal straps. 

lake measurements around 
the hips three inches be- 
low the iliac crest. 


(Fig. 101) Sacroiliac Belt, 
6” wide, $5.00 


Fig 5” to 7” Front 
6” to 10” Back 
THE F. A. RITTER CO. 
4624 Woodward, Detroit 1, 

Write tor complete catalog of surgical and orthopedic appliances 


Hemogiobin and 
Glucose Meter 
Mod.15 


Mich. 


Accurote, compact, fast, easy to 
operate + Line-operated, no batteries 
to replace * Electronically stabilized, 
no needie drift + Alkaline hemoglo- 
bin method, so woiting * Truly 
reliable glucose readings from finger- 
tip blood + Simplified urine glucose 

; test + Fully equipped, with 3 coalibro- 
i tion cards, pipette, 2 gloss cells. 
$125.- 


Wirte for Bulletin No. 150 
See also Bull. No. 406 on LUMET- 
RON Colorimeter for hemoglobin, 


glucose, urea nitrogen, N. P. N. 
uric acid, 78 other 
determinations. 


PHOTOVOLT CORP. 


95 Madison Ave., New York 16,N.Y. 
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Relieves 
Muscle 
Spasm 


IN LOW-BACK ACHE 
and other 


musculoskeletal 


disorders 


Relieves Spasm, Pain, and Depression too 


In muscle spasm due to sprains, strains, herniated 
intervertebral disc, fibrositis, noninflammatory arthritic 
states and many other musculoskeletal disorders, the 


In Parkinsonism 


Highly selective action. ..energiz- 
ing against weakness, fatigue, 


adenemia ond slineein... potent first demand is for relief. Disipal fills this need. It is 
against sialorrhea, diaphoresis, quickly effective in skeletal muscle spasm almost re- 
oculogyria and blepharospasm gardless of origin. Its mood-alleviating effect braces 


...lessens rigidity and tremor 
...alleviates depression... well 
tolerated...even in glaucoma. 


*Trademark of Brocades-Stheeman & Pharmacia. Dosage: 1 tablet (50 mg.) t.i.d. 
U.S. Patent No. 2,567,351. Other patents pending. 
LOS ANGELES 


the patient against the depression so often accompany- 
ing severe pain of any type. 
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AGGRAVATES... 


| 
| 
| 


DERMATITIC CONDITIONS 


Soap, because of its high alka-| 


linity, can be a primary cause of 
skin irritation. Or it can aggra- 
vate a dermatitic condition al- 
ready present . . . make it worse 
... and even prolong it. Lowila 
is soap free . . . does not contain 
alkali, fatty acids or perfumes. 
Lowila cleanses tender or der- 
matitic skin without irritation 
. . . Maintains the normal acid 
mantle of the skin. . . creates an 
environment favorable to ther- 
apy and normal healing. 


Lowila should replace your 
patients’ regular bar soap for 
washing, bathing and shampoo- 
ing. It easily works into a rich, 
gentle lather in both hard and 
soft water. 


Soap irritation wastes sound 
dermatologic therapy... 
recommend Lowila cake. 


WESTWOOD PHARMACEUTICALS 
Division of Foster-Milburn Company 
468 Dewitt Street, Buffalo 13, New York 


to cleanse 
without irritation 
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TONICS AND SEDATIVES (Continued) 


Two women from Boston were riding 
across the prairie. .They came upon a lone 
tombstone with the simple inscription: 

John Jones. He came from Boston. 

They looked at it reverently and finally, 

one said, “How brief, but how sufficient.” 
Quotes of the Week 

When a woman demands equal rights 
she is simply indulging in flattery. 

Are declining birth rates caused because 

the stork is a bird with a big bill? 
7 

Connections are what an employee has 

after he knows what the boss thinks. 


Have YOU a patient 
who needs 


a lift? 


Anecdotes 


The teacher had forbidden the eating | | 
of candy and the chewing of gum during | 
school time. One day she became suspi- | 


> tient dvi i 
|cious of a lump in Jimmy’s cheek. Your yor 


making the big adjustment in their way of 
living which is frequently necessary. An In- 
clinator ends their confinement to one floor 
and enables them to live their normal fam- 
ily life. It is the original stair lift for the 
home which you can unqualifiedly recom- 
mend as safe and dependable for all ages. 
ELEVETTE is the home elevator for those who 
prefer a vertical lift. 

A FREE BOOK, describing both, will be seni to 
you or your patient on request. 


| “Jimmy, are you eating candy or chew- 
ling gum?” she asked. 

| “No, Ma’am. I’m just soaking a prune 
to eat at recess.” 


The corporal was preparing to fingerprint 
a recruit. 
“Wash your hands,” he said. 
“Both of them?” asked the recruit. 
With a moment’s hesitation, the corporal 
lsaid, “No, just one. I want to see you! 
do it.” 


| 


e INCLINATOR COMPANY OF AMERICA 


A little girl was pirouetting in front of | Originators of the simplified passenger lifts for the home 


the mirror in her first long gown. | 2226 Paxton Bivd. Harrisburg, Po. 
She turned to her mother and asked, BUY 

“Mother, did God make Papa?” 
“Yes,” replied her mother. She said it U. S. SAVINGS 

with a gulp, but she said it. BONDS 


“And, Mama,” the little girl continued, |} —— 
“did God make you?” 

“Well, yes,” her mother answered, this | 
time with more assurance. 

The little girl peered intently at her| 
image in the mirror and commented, “Ma- | 
ma, God’s doing better work lately, isn’t 


he?” 
—D. D. 


146 WEST BELLEVUE DRIVE + PASADENA, CALIFORNIA 


“All right, ladies, who owns the red station wagon out front?” 
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In Upper Respiratory Infections, Gantrisin is a therapy 


of choice when bacterial complications are present or 
suspected because it produces effective antibacterial 
levels in blood plasma. In addition, its use does not cause 


fungal superinfection. 


bis 
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is useful — particularly for children — in influenza 
sequelae, pneumonia, tonsillitis, bronchitis and other nonspecific 
respiratory infections. 


Gantrisin offers the advantage of an effective antibacterial with 


high solubility and little danger of renal complication. 


Supplied: Tablets 0.5 Gm, bottles of 100, 500 and 1000. 


& 
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ROCHE LABORATORIES 


DIVISION OF HOFFMANN-LA ROCHE INC + NUTLEY 10 «+ N. J. 


Gantrisin® — brand of sulfisoxazole 
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Get That Serta Feeling 


From Deep, Deep Refreshing Sleep! 


This remarkable mattress 
invention gives you both 


i. 
TOP SOFTNESS 


to relax muscles 


Press lightly ... see how 
patented Sertaliner 
Construction gives you 
permanent top softness 
in the innerspring con- 

struction—not just the 
upholstery. Press 
lightly, feel how respon- 
sive at body contact. 
It’s permanent comfort! 


DEEP SUPPORT 


to level spine 


Press hard...and see. 
At full body weight, 
ribbons of steel in 
Sertaliner Construction 
give firmness to the in- 
nersprings — distribute 
your body weight, as 
many advise 
for sa sture and 
refreshi sleep. 


You enjoy deep refreshing sleep with 
Perfect Sleeper’s patented Sertaliner 
construction. This remarkable inven- 
tion has highly resilient springs, inter- 
connected with silver ribbons of steel. 
One gives top softness to relax muscles. 
The other adds deep support to level 
spine. Make the 1-2 test (shown left) 
at your Serta dealer. You'll see why 
we say: ‘““Get up—and GO from 
really deep refreshing sleep.” 


trom $6950 io $9950 


FULL OR TWIN SIZE 
Matching box spring same price 


Other mattresses from $59.95 to $169.50 
Prices slightly higher in Canada and Hawaii 


“Perfect Sleeper’ 


MATTRESSES AND BOX SPRINGS 


©1958 Serta CED I inc. 


EASY TERMS TO FIT YOUR BUDGET 


Manufactured by SERTA ASSOCIATES, INC., Executive Offices, 666 N. Loke Shore Dr., Chicago 11, Ill. Serta Associctes, Inc., 42 Leading Mattress 
Manufacturer Members in the U.S.A., Hawaii and Canada. Also makers of the famous Serta ®-"Posture"* Mattress and Serta ®-"Lux"* Smooth-Top 
*Trademark 
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(Continued from page 92) 
WANTED -PHYSICIAN AS RESEARCH FELLOW FOR 
alcoholic research unit at St. Margaret's Hospital* +; 7 
bed ward devoted to metabolic studies related to chron 
ic aleoholism and allied diseases; carries university 
appointment; $4,500 per year. Write: Dr. Robert E. 
Olson, University of Pittsburgh, Graduate School of 
Public Health, Pittsburgh 13, Pennsylvania Cc 


CITY HEALTH OF FICER—MARQUETTE, MICHIGAN; 
college commercial; residential community of 20,000 lo- 
cated on Lake Superior in upper Peninsula of Michigan, 
the home of Longfellow’s Hiawathaland; salary open; 
excellent retirement plan and liberal fringe benefits. 
Contact: G. T. Meholick, City Manager, City Hall, 
Marquette, Michigan. Cc 


SURGEONS, GENERAL AND ORTHOPEDIC; 269 BED 
GM&S Veterans Administration Hospital, Iron Moun- 
tain, Michigan; supervision by Board Certified surgeon ; 
outstanding consultants regularly in attendance; ex- 
celient facilities. Contact: J. I. Fitzsimmons, MD, Man- 
ager. Cc 


INTERNIST — CERTIFIED OR ELIGIBLE; CHIEF, 
medical service; 176 bed GM&S Veterans Administra- 
tion Hospital, Interesting clinical opportunity for com 
pletion of practice requirements or to ameliorate phys- 
ical demands of private practice. Manager, Veterans 
Administration Hospital, Marion, Llinois. Cc 


WANTED—ORTHOPEDIST; BOARD CERTIFIED OR 
Eligible to join established group in southwestern 
Pennsylvania; present staff of 45 Board specialists; lo- 
cated in modern well equipped clinic; yearly stipend of 
$16,000-$25,000 depending on qualifications; annual 
vacation and study periods. Write: Box 5588 C, % 

1A. 


WANTED—OBSTETRICIAN-GYNECOLOGIST; BOARD 


Certified or Eligible to join established group in south- | 


Pennsylvania; present staff of 45 Board spe- 

cialists; located in medern, well equipped clinic; year- 

ly stipend of $16,000-$25,000 depending on qualifica- 

ay —s vacation and study periods. Write: Box 
AMA 


western 


GENERAL PRACTITIONERS INTERESTED IN PSY- 
chiatry; vacancies exist for several full time physicians; 
energetic and willing to learn at Veterans Administra- 
tion Hospital, Chillicothe, Ohio; located forty 
south of Columbus. Write, Manager. Veterans Admin 
istration Hospital, Chillicothe, Ohio. Cc 


FAMILY 
with medical group; 
lent educational opportunities; 
and study period; net starting income 
depending on training and experience. 
C, % AMA 


GENERAL PRACTICE—CALIFORNIA RESORT; UN- 


PHYSICIANS IMMEDIATE OPENINGS 
southwestern Pennsylvania; excel- 
paid annual vacation 
$12,000-$1 


Write: Box 5586 


der 40; some traumatics; urgent. Pacific Coast Medical | Mich 
| INDUSTRIAL MEDICINE: 


Bureau, Agency, 1404 Central Tower, San Francisco 3. C 
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STRENGTH 


forthe | 


WHITE’S COD LIVER OIL 
CONCENTRATE TABLETS 


These chewable candy-like tablets 
make taking cod liver oil a pleasure. 
Youngsters enjoy the good taste and 
parents appreciate the low price. Con- 
taining 400 units of vitamin D and 4000 
units of vitamin A, each tablet equals 
the vitamin A and OD potency of one 
teaspoonful (5 cc.) of U. S. P. Cod 
Liver Oil. 

Dosage: 2 to 6 tablets daily. 
Supplied: Packages of 45; bottles of 
100, 240, and 1,000. 


IN THE BONE 


WHITE’S COD LIVER OIL 
CONCENTRATE DROPS 


Convenient vitamin A and D therapy 
for less than a penny daily. Each 
drop, containing 312 units of vitamin 
DO and 1,560 units of vitamin A, 
equals the vitamin D potency of 
4 cc. of U. S. P. Cod Liver Oil. 
Dosage: 2 to 4 drops, placed 
directly on tongue. 

Supplied: Bottles of 6, 30, and 
50 cc. with special dropper. 


WHITE S COD.LIVER OIL CONCENTRA E CAPSULES 


~ Containing 12,500 units of vitamin A and 1,250 units of vitamin 
“each small, easy-to-take capsule equals the vitamin A and D p 


of U.S 


of 16 cc. 


S. P. Cod Liver Oil. 
As indicated by individual 


ag 
"Supplied: Bottles of 40, 00, and 


WHITE LABORATORIES, 


INC. 


KENILWORTH, N. J. 


miles | 


| DERMATOLOGY: 


5000 


| va 
NEUROSURGERY: 


OBSTETRICS.- Gynecology : 
ORTHOPEDICS: 


| PATHOLOGY. 


| 
| 
| 
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The 
Medical 
Bureau 


ABASEON: (A57) Ob-gyn & ped., Diplomates or elig; 
full time acad. posts, research prog; $12, ‘ 
ADMINISTRATION: (AA74) Dir. med. educ; 700 bed 

we. hosp. affil. med. school; pref, internist or surg: 


Mw. 
ASSISTANTS: (C19) 
or surg; 
orida; min. sion 
ANESTHESIOLOGY: Ass’n, anes. group; hosp. & 
priv. pract; ige city, med. center, So; fee-for-service. 
(DIS) Ass'n, Board ‘derm; ige priv. 
prac 


Calif. 

GENERAL PRACTICE: (F24) Newly estab. 6 man GP 
clinic including indus. & insurance pract; resort city, 
Fla. (F25) or indus. MD; full time; Baltimore 
area. (F26) Ass'n, GP; small town, trade area, 
10,000, Idaho; eariy partner. (F27) Ass’n, one of 
oldest & largest GP groups in Calif; salary, Ist yr: 
% 2nd. (F28) Ass'n, group staffed by Board internist. 
Board surg., GP; former incumbent averaged $18,500; 


busy GP; pref. one int. indus. 
Houston area. (C20) By GP; 


(G62) Gen. surg. qual. trau- 

matic or orth. surg. to succeed chief surg., indus. co 
; 6000 employes; min. $15,000; MW. 

ff MO; pliant & tab. pop., 9000 employes; 

near med. center 

INSURANCE MEDICINE: (X16) Staff oppor., long 
estab., renowned co; duties consist of pract. med. as 
one does in priv. pract; generous benefits; univ. city. 


So. 

INTERNAL MEDICINE: (H2!) Ass’n, 
planning retire over several yrs; 
practical exp. in int. med. req; med 
(H22) Ass'n, clinic, major co., NYC: 5 
day wk: career post. (H23) Ass'n, well estab. group: 
expansion prog: pref. subspecialties in allergy, dia- 
betes, hematology, radio-active isotopes; Fla. (H24) 
Ass'n, hypertension division, med. dept, 1000 bed 
tch’g hosp; pref. interested hypertension or cardio- 

ascular renal diseases; me schi city, MW 

(182) Ass'n, Board NS; partner op- 


Board internist. 
academic & 
center, Texas 


por; Calif. 
OALR: (E74) Oto., 


Dipl. or elig; head dept, 8 man group 
expansion prog; 


: new clinic bidg; coll. town, sur- 
rounding area, 160,000; 300,000 by 1960; Calif. (E75) 
Chief dept oto., new cl. & hosp. serving indus, organ; 
$20,000-$25,000; So. 

(556) Ass'n, 37 man group: 
in dept; univ. town, 70,000, near 
s’n, Board ob-gyn; well estab. coll. 

. near NYC; partner oppor 
(K7) With exceptional quals; ass'n I4 
man group, all Board or near Cert: univ. town, Calif. 
q ye clinic & hosp. serving indus 


Chief a assoc; new gen. hosp. & 
indus. group; $20-$25,000 & $16,000 
So. (L22) Ass’t: 350 bed gen. hosp: 

res. town, N.J., short distance NYC; $25,000. 
PEDIATRICS: (M33) Ass'n, 3 man partnership; N. Calif 
(M34) Chief & assoc., clinic & new gen. hosp., serv- 
indus. group; $20-$25,000 & $16-$20,000, resp.. 
dependent whether Board; So. 

(0015) Dir. dept, new 450 bed 
gen 


P & N: a Child psy. to dir. parent-child guidance 
cl. sponsored | prominent organ; would have oppor. 

to set up actual operation as he chooses; city 175,000, 

W. (P75) To dir. dept, P&N, fairly ige hosp; attrac. 

all 


(L211) 
clinic serving 
$20,000 


Fla, near univ. city; min. $12,000, home, 
rad. int. hosp, rad; ass’n, 
350- SD; 


schl; hosp & priv. pract; MW 
E : (U70) Ass’n, well estab. group; coll. town, 
. (U7) Chief, dept, new gen. hosp. serving indus. 
group; $20-$25,000; So. 
UROLOGY: (WI5) Pref. with academic interests: ass’n, 
tch’g hosp., 1000 beds; outpatient cl., i staff, 400 
including interns, residents; Ige city, 


Please send for our Analysis Form. 


Burneice Larson oirector 


WANTED—YOUNG AMBITIOUS PHYSICIAN GENER- 
al practice; well established central Louisiana com- 
munity; splendid opportunity; if accepted will be onty 
physician in area; earning potential good. rite: 
Cheneyville Community t 
Cheneyville, Louisiana. Cc 


INTERNIST — OPPORTUNITY TO ASSUME ESTAB 
lished practice in a building with sixteen certified 
specialists in Modesto, California; leaving for re 
search position. Write or call immediately: Virgil A 
Place, MD, 283 Nerman Drive, Ramsey, New Jersey, 
Davis 7-3122. 


OBSTETRICIAN-GYNECOLOGIST — BOARD QUALI- 
fied; assistant leading to partnership with an estab- 
lished obstetrician-gynecologist specialist in private 
practice located in an Ohio city with medical school 
Box 5592 C, % AMA. 


PHYSICIANS — BOARD ELIGIBLE PEDIATRICIAN 
and internist; private group; Staten Is- 
land, New York permanent; no invest- 
ments write giving cutrieulum vitae. Box 5576 C, % 

A 


WANTED — GENERAL PRACTITIONER; WELL ES- 
tablished general practice group of four; good office, 
laboratory, and x-ray facilities; new building, 1951; 
partne rship after first year; midwestern city. Write: 
Box 5583 C, % AMA 


WANTED — GENERAL 
over practice in suburban Wichita; 
in July; guarantee salary plus percentage. For further 
information, write or call: Marvin H. Hird, MD, 2063 
S. Parkwood Lane, Wichita, Kansas, Mu 4-1664. c 


| GENERAL PRACTICE—SUBURBAN SAN_ FRANCIS- 
co; small group offers permanent future. Pacific Coast 
Medical Bureau, Agency, 1404 Central Tower, San 
Francisco 3. c 


PRACTITIONER TO TAKE 
leaving for residency 
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OUR 62ND YEAR 


: Ch) Assn _w/Bd surg & internist; 
Diego, Calit. Assoc w/GP, 


prtnr; nr Tulsa. 
created dept which will be expanded gradually; 13 
men, estab 25 yrs; (5 Dipis); new cl bidg; exci hsp 
affil; expanding indus twn 40, : 
MW. (k) Assoc w GP; pref trng beyond internshp; 
new cl & smi hsp; around $15,000 or more; 


Central. (m) Assn w holy qual GP; busy med & surg } 


pract; $12,000, car expenses; full prtmr 3-5 yrs; smi 


: (a) Foreign Operation, major 
indus co; attend med needs 700 persons; complete 
facilities: 18 mo contract; renewable: $14,000: (no 
ey or local tax); travel’g exp. (b) Med dir; about 

ee fine dept; 2,500 emplys; Wisc. (c) Corp. 
Med Dir; $21,000; heavy tndus; E. 

INTERNAL MEDICINE: (p) One w/subspecialty allergy 
chest diseases; Group 9 Dipis, on staff 2 hsps; 
$12, ; % bonus, 2 yrs; prtnr, 5 yrs; PacNW. (q) 
Assn, 3 man grp; fully equip’d ofc in 50 bd hsp; guar 
$18,000; W. (r) Dipl to join 12 Dr grp, mostly Oipa: 

100 bd hsp, beginning bidg prog; $15-18,000 
(s) One exper’d in assn w Gastroenterslogist 
man orp, tong estab; 200 bd hsp: univ cit (t) 


Subspec trng in cardio, or ‘assn | 
ed 


40 man orp; $12,000 base; $1,000 ad for each yr of 
spec trng; $500 for each yr of pract & $1,000 for cert: 
increases to $25,000; E. 

OB-GYN: (m) Assn w/Bd Ob- gyn; active pract est 5 yrs; 


— Catholic community, 25, 000, adjacent 2 med | 
sch 


is; sal, %, early prtnr; Calif. (mn) Dipl or Bd elig 
Ob-gyn to join staff, 700 bd, 
w/cancer prog; oppr faculty appt, univ med schi; $14- 
000; MW. (0) Assn man orp; 


$15,000; then prtnr; E. 

ORTHOPEDICS: (a) One w/Part |, ortho Boards com- 
pleted; assn w/Dpl, asst prof. impor med schi; busy 
surg Pract; sal ist yr; increasg % 2nd; Bay area, 
Calif. (b) Dipl; hd dept; a7 5 specialties includ’g 2 
Bd surgs & 5 GP's; own hsp: indus area vic Los 


Angeles. 

PATHOLOGY: (g) Hd dept; 13 man orp; 150 bd, JCAH 
hsp, million dollar expansion prog; $15,000 & accrued 
benefits; soon full prtnr, netting $30,000 min. & other 
benefits; So. (h) 21 Dip! orp, estab "I6; new ex- 
oonaee prog; 250 bd hsp, fully-apprvd, med schi 


PEDIATRICS: “(h) Dir dept: new orp being founded; wil! 
help design own ped suite in new cl bidg: ige med 
sehl PacN (i) 40 man orp: own hsp; 
13,000 ; nus; increases; univ twn; MW. 

PHYSICAL MEDICINE: (x) Dir dept, impor orthopedic 
children’s & adults hsp; serves wide area; to $18,000; 
also possibility 2 other ige facilities. 

P & N: (c) Psy; qual dir new mental hith ci; $18,000 
plus priv pract; med tr; NW Central. id) Psy; 


Y: (h) Quai hd depts. grp 15 Dipls & 250 bd 
hsp; long estab; oppor faculty appt; $15-25.000 nr 
med schi entr; E. (i) Dir depts, 13 man orp, ma- 
jority Dipis, & own JCAH, 100 bd hsp: import 

pend _cancer- -prog; $17,000 initially; increases; SE 
suRG’ (x) Soc chief; new hsp grp servng impor 
stony an; it Board $17-20,000; increases $25,000; 
So. (y) tnrshp w/well- qual GP, Chief of Staff, new 
bd hsp; busy priv pract; shid net $25,000 ist yr. 

will guar $17,000; res twn, ill. 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 
MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 
We offer you our best endeavors—our integrity—our 6! 

year record of 


STRICTLY CONFIDENTIAL 


WANTED—BOARD CERTIFIED OR ELIGIBLE OB- 
stetrician-gynecologist; under 40; to become associated 


with Board member; suburban Chicago; $10,000 to | 


start; partnership after three years. Box 5580 C, % 
AMA. 


INTERNIST—CERTIFIED OR BOARD ELIGIBLE TO 
work with small group in Southern California; must 
have California license; good salary with opportunity to 
share in income; needed immediately. Box 5609 C, % 
AMA 


ORTHOPEDIC SURGEON-—-BOARD ELIGIBLE; OP- 
portunity now available for equal status association 
with Board orthopedist in southern Califqrnia metropo 
lis; excellent ro opportunities in ample new of- 
fices. Box 5600 ¢ AMA 


GENERAL PRACTITIONER SINGLE MAN; ASSO- 
ciate in contract practice West Virginia; 200 month 
minimum guaranteed; obstetrics extra; excellent fur- 
nished quarters: no investment or overhead; available 
July or August. Box 5616 C, % AMA. 


WANTED—AMERICAN BOARD SPECIALISTS; PHY- 
sicians interested in group or private practice; teaching 
research, public health or wy Pee National 
and international services. Our 62nd Year. Woodward 
Medical Bureau, 185 N. Wabash Avenue, Chicago. c 


OPHTHALMOLOGIST—BOARD OR ELIGIBLE; WEST- 
ern Pennsylvania; salary $15,000 first year; with part- 
nership 3rd year; initial reply to include summary of 
personal and professional background. Box 5604 C 
AMA. 


GENERAL PRACTITIONER WANTED—TO ASSOCI- 
ate with medical group 20 miles north of Pittsburgh; 
excellent educational program; net income $12,000; 

paid annual vacation and study leave; no investment 

required. Write: Box 344, Russellton. Pennsylvania. C 


| 
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pH 


Bernie BepHan’ says, 


“Now my burning belly is O.K.; 
BepHan helps me on the way.’ 


Each tablet contains: 
Bellafoline® (levo-rotatory alkaloids 
of belladonna) 


Magnesium Oxide 


Dose: One Be;}{an Spacetab® chewed 
morning and evening. 


*T. M. Applied for 


0.5 mg. 
Aluminum Hydroxide + Glycine 450 mg. 
60 mg. 


ANDOZ 


ANESTHESIOLOGIST—BOARD ELIGIBLE OR CER- 
tified: fee for service; teaching appointment; Pennsyl- 
vania license and personal interview required. Apply: 
A. Catenacci, MD, Hahnemann Medical College 

and Hospital*+, Philadelphia, Pennsylvania. 


7ENERAL PRACTITIONER WANTED TO TAKE 
over established office; southeastern Florida coast city; 
leaseholdings only investment required; leaving April i 
to specialize; Florida license required. Box 5187 C, % 
AMA 


| PEDIATRICIAN — LICENTIATE AMERICAN BOARD 


pediatrician for affiliation with medical group; attrac- 


tive salary; partnership in near future. Box 5577 C, 
% AMA 


INSURANCE MEDICINE—CAREER OPPORTUNITY; 
assistant medical director major company, New Eng- 
land; preferably certified or eligible internal medicine; 


to age 38. Box 5575 C, % AMA. 


GENERAL PRACTITIONER WANTED TO ASSUME 
rural practice near Syracuse, New York; good hospital 
facilities; nearly new equipment, no cash needed; no 
real estate; leaving to specialize. Box 5605 C, % AMA. 


GENERAL PRACTITIONER NEEDED—LARGE RU- 
ral area in south central Kansas; unopposed practice; 
33 miles from Wichita on paved roads; roomy office 
space; good building. Box 5598 C, % AMA 


ILLINOIS—GROUP OF 14 MEN WANTS ENT SPE- 
cialist; eligible or certified; salary open; town of 35,000 
in northern part of state. Box 5581 C, % AMA 


ATTRACTIVE POSITION OPEN; MUIRDALE SANA- 
torlum, Milwaukee, Wisconsin; 370 patients; 560 
bed, fully accredited tuberculosis hospital; requires a 
physician for high ranking position on the medical 
staff; must be diplomate of the American Board of 
Internal Medicine or have eligibility therfore; assist 
with medical direction and hospital management; 
required to participate in research and in teaching 
of medical students; residents and affiliating student 
nurses; hospital is associated with the Milwaukee 
County Institutions, which include a 1,500 bed general 
hospital and medical center; affiliated with Mar- 
quette University School of Medicine; maximum 
salary of $14,000 will be paid, depending upon 
qualifications; residence and utilities offered in addi- 
tion to salary; hospital and surgical insurance, ex- 
cellent pension plan; sick leave allowance, and paid 
vacation offered; outstanding school and recreational 
facilities available in this area. Write: A. V. Cadden, 
MD, Medical Director, Muirdale Sanatorium, Mil 
waukee 13, Wisconsin, or Milwaukee County Civil 
Service Commission, Room 206, Court House, Mil 
waukee 3, Wisconsin. Cc 


(Continued on page 106) 
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NOW... for the ‘irst time in 


sionificant 


TETRACYCLINE PHOSPHATE COMPLEX 


LABORATORIES ENC 
SYRAC USE NEW yore 


; 


24-hour blood levels 


on a SINGLE intramuscular dose, 
in minimal injection volume 


This achievement is made possible by the unique solubility of TETREX (tetracycline 
phosphate complex), which permits more antibiotic to be incorporated in less volume 
of diluent. Clinical studies have shown that injections are well tolerated, with no more 
pain on injection than with previous, less concentrated formulations. 


TeTREX Intramuscular ‘250 mg.’ can be reconstituted for injection by adding 1.6 cc. of 
sterile distilled water or normal saline, to make a total injection volume of 2.0 cc. 
When the entire 250 mg. are to be injected, and minimal volume is desired, as little as 
1.0 cc. of diluent need be used. (Full instructions for administration and dosage for 
adults and children, accompany packaged vial. ) 


Each one-dose vial of TETREX Intramuscular ‘250 mg.’ contains: 
TETREX (tetracycline phosphate complex) (tetracycline HCI activity) 
Xylocaine* hydrochloride 


plus ascorbic acid 300 mg. and magnesium chloride 46 mg. as buffering agents. 
*® of Astra Pharm. Prod. Inc. for lidocaine 


SUPPLY: Single-dose vials containing TETREX — tetracycline phosphate complex — each 
equivalent to 250 mg. tetracycline HCI activity. Also available in 100-mg. single-dose vials. 


.. 40 mg. 
Lasorarories inc., syracuse, NEW YORK 


TACE 


(chlorotrianisene) 


for 


menopausal 
with one 
course 


REFERENCES: 

1. Woodhull, R.B.: Obst. & Gynec. 3:201, 1954. 2. Ausman, D.C.: Wisc. M. J. 53:322, 1954. 3. Edwards, 
B.E.: J. Indiana M. A. 47:869, 1954. 4. Ivory, H. S.: J. M. Soc. New Jersey 51:273, 1954. 5. Greenblatt, 
R. B., and Brown, N. H.: Am. J. Obst. & Gynec. 63:1361, 1962. 6. Nulsen, R. O., et al.: Am. J. Obst. & 
Gynec. 65:1048, 1953. 7. Gillam, J. S., et al.: J. Clin. Endocrinol. & Metab. 14:272, 1954. 8. Kistner, 
R. W., et al.: Obst. & Gynec. 8:399, 1956. 9. Brumbaugh, J. J.: Antibiotic Med. & Clin. Therap. 4:179, 1957. 
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F Symptomatic relief is seen promptly * after 
initial therapy begins. Months ** of meno- 
pausal relief result in most cases after a 
single 30-day course of TACE therapy. 


secretion, continuous estrogen replacement is 
. . provided .. . the important “feeling of well- 
being” *“ is restored . . . the menopause is 
smoother. TACE “. . . does not produce gross 
variations in estrogenic stimulation that are 
characteristic of the intermittent type of action 
of the older estrogens.” ' Normal adaptation 
occurs frequently, and since recurrence of 
symptoms is rare, further courses of therapy 


may not be needed.** 


and released gradually like a natural hormonal 
| 
| 


only 7 cases of withdrawal bleeding were seen 
among 257 patients '**’*" receiving TACE .. . 
an incidence of 2.7% . . . substantially less 
than that which follows administration of “Better keep an eye on my father. I'm afraid he may faint.” 
many other estrogens.” 


3 


The menopause (natural or induced); 
postpartum breast engorgement; prostatic carcinoma. 
Each green elastic gelatin capsule 
contains 12 mg. TACE. 

Menopause—2 capsules daily for thirty 
days; additional courses may be given if needed. 
Postpartum breast engorgement—4 capsules daily 
for seven days; the first 4 capsules should be given 
h in single or divided doses within twelve hours of 
delivery. Prostatic carcinoma—| or 2 capsules daily. 
Bottles of 70, 350; Hospital Bottles of 28. 
TACE with Androgen (methyl- 
testosterone) . . . for use where a pronounced protein- 

anabolic tonic effect may be helpful. 


Merrell 


Sinc €.462¢6 


“Your husband may be looking at other women, but I don’t 
think sewing his eyelids together is the solution.” 


THE WM. S$. MERRELL COMPANY 
New York « CINCINNATI © St. Thomas, Ontario 


Another Exclusive Product of Original Merrell Research 


TRADEMARKG: *TACE WITH ANDROGEN’. 
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DEMONSTRATES SAFETY 


What can be more reassuring regarding the safety 
of ACTH than its continuous, uneventful use by 
individual patients for more than six years. 

Such a record of safety and efficacy has been 
established by two independent studies, the one 
done by a group of English rheumatologists,’ 

the other one in this country.? There were no serious 
overdosage effects, no adrenal failures under extra 
stress, no adrenal exhaustion after six years of 
continuous administration. The repository form 
of Armour’s ACTH was used in both studies 
because it combines rapid onset with prolonged 
action (from 24 to 72 hours). 


1. Savage, O., et al.: Ninth International Congress on Rheumatic 
Diseases, Toronto, Canada, June 23-28, 1957. 


2. Wolfson, W. Q.: Mississippi Valley M. J. 77:66, 1955. 


HP*ACTHAR Gel is The Armour 

Laboratories Brand of Purified 

Repository Corticotropin (ACTH) 


*Highly Purified 


Ade THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


WANTED — GENERAL PHYSICIANS — UNDER 35 


PUBLIC HEALTH PHYSICIANS — REWARDING 
pos ositions available at Epidemiologist, District Health 
irector or Director of Medical Services; salary range 


(Continued from page 101) 


ears of age: full time hospi ractice; rtuni $13,500 to $16,000; candidates must be United States 
Memorial Hospitals; full time positions with starting — health experience an Aad degree preferable. 
compensation at the rate of $12,000 per year; progres- or details, write: Arthur G. Baker, M. D., Director, 
sive pay scale; for appointment July 1, 1958; eligibil- Allegheny County Health porarenest, 620 City- County 
ity for licensure in Kentucky, Virginia or West Vir- Building, Pittsburgh 19, Pennsylvania. 


Ginia required. For details, address: The Clinical Di- 


rector, Miners Hospital Association, 1427 Eye Street, WANTED—THREE PHYSICIANS; INTERNIST, PEDI- | 
N. W., Washington, D. C. Cc atrician and general practitioner to join specialists 
with well established practice in growing suburban com- 
WANTED—P. HYSICIAN; STAFF PSYCHIATRIST; 964 munity northwest of Chicago; new air-conditioned 
2d) =psychiatric hospital with medical and surgical building now operating with completely staffed labo- 
Me . active psychological department; physical ratory and X-ray departments; permanent association 
medicine and rehabilitation program; social service e: with partnership opportunity; no financial investment 
j ity center; agreeable climate; “salary $8990 to required; interested in man now practicing in Chicago 
: Board Certification bonus 25%, not to exceed area; or man now locating. Box 5147 C, % AM 
;_paid vacations, sick leave ont other benefits. 
3 Manager, Administration GENERAL PRACTITIONER—FOR STAFF OF GROUP 
Tuscaloosa, ‘Alabar ma. practice clinic; serving membership of over 20,000 in 


Washington, D. C., department heads as many other 


QUALIFIED SURGEON FOR OVERSEAS ASSIGN- staff members have American Boards; prefer man with 


ment with United States government; assignment also 
includes some general practice-type medicine; graduate 


2 years general internship and graduate of Grade A. 
medical school; annual salary open; one month vaca- 
tion; sick leave, comprehensive retirement plan. Write: 


of United States Class A medical school; native born Medical Director, Group Health Association, Inc, 1025 
United States citizen under 45 years of age; exempt Vermont Avenue, N. W., Washington 5, D. C. 

from Doctors Draft and in good health; salary $10,000 

plus allowances; willing to sign three year contract; in- BOARD QUALIFIED MEN TO HEAD DEPARTMENTS 
itial reply to include summary of personal; professional, of otolary 


igology, and ophthalmology at the Jackson 


and military backgrouna. Box 5303 C, % AMA. Clinic, Madison, Wisconsin 


J.A.M.A., March 8, 1958 


SHAY MEDICAL AGENCY 
55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 
ANESTHESIOLOGIST: assoc. in 560 bed hosp; East; 


present Chief plans to retire in few mos. Assoc 
will succeed to top job; should have interest in tchng; 

start plus °%o. 
MEDICAL w/some formal trong in 


m; Hawaii; $15 
pinec OR MED. EDUCATION: MW gen! hosp, 
fully appr, within easy reach of advance work: ample 

cultural & civic activities; can be either internist or 
Surgeon 

ENT: asst. qual. to perform newer types of ear & nasal 
surg; rapid anne area in East w plenty to do; 
$16,000 & bonu 

GENERAL PRACTICE: (a) 3-man clin; MW; $12,000 & 
extras later; you will need nothing as everything is 
furnished (b) new clin being formed; Fla; no trouble 
clearing $1000 start on % basis; upper limit depends 


man 
inoue RIAL: full or part time; office; salary open; Hl. 


tology; clin; Ky; 2nd in dept; real potenti | for top- 
a man; $1000 net start; can expect $50-$35,000 

2-3 yrs (b) to become prtnr of Surg: Minn; 
$2. ‘000 ist yr w/prtnrshp at end of that time (c) to 
assoc w/Cert Internist & Cert Surg w/intent of even- 
tual prtarshp; Chgo suburb; moving into own med 


sprng ’ 

NEUROSURGEON: (a) to form & hd dept in ise MW 
orp est in 'I4 in Univ center; good hosp facil (b) assn 
on ptrorshp arrangement; °o will depend on qual; 
Ariz; doc is affiliated w 8 hosps 

OB-GYN: 13-man clin; Ky town ‘of 15,000; $15,000 ini- 
tially & other benefits 2nd yr. 


; Eas 

PEDIATRICIAN: (a) ige MW clin; college twn, to $12.- 

000; opptny for study & resrch (b) Clin; Ky; saves! 
opptny; % of profits Ist yr w min guar of $15, 


PEDIATRICIAN: (c) 8-man clin est I! yrs; city of 
16,000; ciose univ assn; not less than $1000—more 
depend on bekgrnd & exper 

PSYCHIATRIST: (a) Chief & Med Dir; MW clin est 10 
yrs; $14,000 start; reg hrs (b) Dir Prof Trng; to 
$15, ‘600; a newly created position at trng 
resrch center 

RADIOLOGIST: (a) asst Cert man; guar of $18,000; 225 

: progressive indus city (b) assoc; 
hosp & office pract; must be qual in isotopes & 
Fla license; to $15,000 Ist yr w grad 

| prtnrs 

STUDENT. HEALTH: MW Univ of 6000 students; full 
time; about $10 

SURGEON: pref in either chest or vascular 
work; well-est (40 yrs) 12-man orp; mountainous re- 
gion w fishing and big game hunting easily avail 

TUBERCULOSIS: Med Dir; 97 bed hosp; Calif; incum- 
— retiring; 5S-days; salary open; furnished hse 
avai 
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Upon request one of our applications will be mailed to 
you. Write us today—a post card wili do. 


PEDIATRICIAN FOR STAFF OF GROUP PRACTICE 
| clinic; serving me mbership of er 20,000 in Washing 
ton, D. prete Board physician who has 

finished residency recently; or now finishing; annual 
salary open; one nu bere vacation; sick leave; compre- 
hensive retirement plan. Write to: Medical Director, 
Group Health Association, Ine., 1025 Vermont Avenue, 
N. W., Washington 5, c c 


| OTOLARYNGOLOGIST — MIDWEST; URGENTLY 
need Board Certified or eligible ENT man with special 
interest in endoscopy, to associate with highly success- 
| ful group of young specialists; many benefits; including 
| possibility of early partnership in rapidly expanding 
clinic; city of 40,000, serving 80,000 in prosperous area 
| in ideal geographical location. Write: Administrator, 
| 


Elkhart Clinic, 405 South 2nd Street, Elkhart, Indiana 
Cc 


| PSYCHIATRISTS WANTED - SALARY 7,570 TO 
| $12,685 depending upon qualifications; >» additional 
if Board Certified; not to exceed approved 
three years psychiatric residency in conjunction with 
| Northwestern University; hourly commuting distance 
Chicago; citizenship required. Write: Manager, Veter- 
ans Administration Hospital, Downey, North Chicago, 
Illinois Cc 


IMMEDIATE OPENING FOR BOARD OR BOARD 
Eligible pediatrician or internist; and ophthalmologist, 


who desire to associate with other members of their 
specialty in group practice; old, established organiza 
tion with eleven physicians; located in Western Ken- 


tucky; a college community; guaranteed salary for the 
first y percentage basis thereafter with partner- 
ship entry. Box 5564 C, c/o AMA 


WANTED GENERAL SURGEON UNDER FORTY 
years of age to assist in large general practice; modern 
clinie and hospital facilities; located only twenty 
minutes from Lanisville, salary $15,000 first 
centage and partnership later if agreeable Write full 

apres as to education and experience: Box 5546 C, 

MA. 


G 


EXCELLENT OPPORTUNITY FOR OPHTHALMOLA- 
gist; well established medical group; located in up- 
state New York; is interested in adding an ophthal- 
mologist to its staff; group is a general service type 
group serving a population of approximately 50,000; 
centrally loc ated in beautiful resort area, Box 5494 C, 
Yo AMA. 


PHYSICIAN—PART TIME OR FULL TIME POSITION 
in northwestern affiliated research institution; work is 
creditable as practice time toward requirements for 
internal medical boards; position considered .ideal for 
physician completing internal medical residency; full 
time salary begins at $8,990 per annum, Box 5563 C, 
AMA. 


Cc | NEEDED—OBSTETRIC AN WILLING TO DO SOME 


general practice; $12,000 per year plus unfurnished 
apartment. Box 5507 C, AMA 


(Continued on page 108) 


y Up Sax continuous administration 
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manages both the psychic and somatic symptoms 
relieves emotional stress in the menopause 
treats somatic disturbances due to ovarian decline 


MILTOWN j ONJUGATED ESTROGENS (EQUINE) 
A PROVEN TRANQUILIZER | A PROVEN ESTROGEN 


SUPPLIED: Bottles of 60 tablets. 


EACH TABLET CONTAINS: Miltown® (meprobamate, Wallace) 
2-methy!-2-n-propy!-1,3-propanediol dicarbamate 
Conjugated Estrogens (equine) 
posaGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
: Should be adjusted to individual requirements. 
CMP-6480-18 LABORATORIES, New Brunswick, N. J. 


a 
Ca < 
re and samples on request 


AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


72 


Adapted from Wright, S.: 
Oxford University Press, 


What’s wrong with the term 
‘emptying of the gallbladder’? 


The gallbladder discharges bile by fractional evacuation. It is not 
emptied completely at any one time even following a fatty meal. 


Source — Lichtman, S. S.: Diseases of the Liver, Gallbladder and Bile Ducts, ed. 3, 
Philadelphia, Lea & Febiger, 1953, vol. 2, p. 1177. 


routine physiologic support for “sluggish” older patients 


DECHOLIN one tablet t.i.d. 


therapeutic bile 


increases bile flow and gallbladder function—combats bile stasis 
and concentration...helps thin gallbladder contents. 


corrects constipation without catharsis—prevents colonic dehydra- 
tion and hard stools... provides effective physiologic stimulant. 


DEcHOLIN tablets (dehydrocholic acid, AMES) 3% gr. Bottles of 100 and 500. 


(ay AMES COMPANY, INC « ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


(Continued from page 106) 


ANESTHESIOLOGIST — BOARD ELIGIBILITY NOT 
required, but must have some postgraduate training in 
the specialty, willing to do some general practice; must 
be graduate of American Class ‘‘A’”’ school; under 40; 
married; and draft exempt; to join established group of 
coven yawns physicians and two dentists. Box 5439 C, 
. 


OPHTHALMOLOGIST, EENT OR UROLOGIST; BOARD 
eligible or Board certified; needed for group of estab- 
lished specialists; new office space, referrals money 
separate; excellent hospital facilities; here’s a place you 
can decide your own income. Send qualifications to: 
B. R. Westbrook, MD, Hillcrest Clinic, Bartlesville, 
Oklahoma. Cc 


SOUTHERN CALIFORNIA COASTAL CITY — PRAC- 

internist, general practitioner; surgeon; for 

y expanding established group of young men; 

near beaches, mountains and city; 5 open staff hos- 

itals; good housing, schools, colleges in area; $12,000 

to $26,000 first year; commensurate with ability, full 
partnership. Box 5503 C, 9 LA. 


INTERNIST WANTED — OPPORTUNITY TO BUILD 
own practice, yet share benefits of group practice; 
$12,000 guarantee first year; full partnership in two 
years with income depending on own gross plus bonus 
to non-surgical specialists; midwest city with 20,000 
population; cited nationally as -— of the most pro- 
gressive cities. Box 5501 C, % AMA 


PHYSICIANS—WITH OR WITHOUT PUBLIC HEALTH 
pediatricians needed in Maternal and 
rogram at salaries from $8,728 through 
a boat pension; civil service appoint- 

ment. Dr. E. R. Krumbiegel, Milwaukee Health De- 
partment, City Hall, Milwaukee 2, Wisconsin. c 


ENERGETIC WELL QUALIFIED, YOUNG GENERAL 
practitioner; join two man group; prosperous northern 
Illinois city; newly constructed; air conditioned build- 
ing; must be graduate of approved school; no invest- 
ment or expenses; state full qualifications first letter. 
Box 5524 C, % AMA. 


OBSTETRICIAN-GYNECOLOGIST — BOARD QUALI- 
fied or certified; preferably one just completing resi- 
dency, to associate in private practice and eventual 
partnership; choice suburb of Chicago; Illinois license 
required; professional and personal data requested first 
reply. Box 5544 C, % AMA. 


WANTED — OTOLARYNGOLOGIST — BOARD OR 
Board Eligible; excellent opportunity; starting salary 
20,000 yearly with opportunity for advancement and 
early partnership if acceptable; to be associated with 
a well established EEN&T office located in a modern 

city with fine facilities; Write: Box 5497 C, % AMA. 


WANTED — SUPERINTENDENT AND MEDICAL DI- 
rector; 1 bed TBC, Sanatorium, Minnesota; 
well equipped ; salary open. Address 
Cor. Dr. R. V. Board of Direc- 
tors, Mineral 
Minnesota 


full maintenance ; 
Sherman, Chairman, 
Springs Sanatorium, 


J.A.M.A., March 8, 1958 


PSYCHIATRISTS and PHYSICIANS 


California offers attractive opportunities in 
its State mental health and rehabilitation 
programs. Choice of location in many mod- 
ern facilities. 


No written examination. Employment in- 
terviews on first and third Tuesdays of 
each month in Los Angeles and San Fran- 
cisco; interviews in April in such cities as 
Chicago, New York, Washington and 
Boston. 


Three monthly salary groups: $950-$1050; 
$1000-1100; $1100-$1200. Annual merit 
increases, liberal retirement plan, and 
other benefits. 


Write Medical Recruitment Unit 
State Personnel Board, Box F 
801 Capitol Avenue 
Sacramento 14, California. 


modern | 


Cannon Falls, 
Cc 


LOS ANGELES AREA—PSYCHIATRIC VACANCIES 
in new VA hospital+, affiliated with 3 medical schools; 
opportunity for individual and group therapy and 
research; salary $8990 through $12,685, plus 25% spe 
cialty allowance. Contact: Manager, VA ne. 
Sepulveda, California. 


PSYCHIATRIST AS CHIEF OF SERVICE; MUST BE 
certified American graduate; interested in helping teach 
residents; salary $14,700 to $17,400 plus family maint 
nance; chance for advancement. Write: W Brin 
egar, MD, Superintendent, Mental Health Institute. 
Cherokee, Iowa. c 


— FULL TIME FACULTY APPOINT 
ment to southern school; ultimate bed capacity in its 
new teaching hospital*+, 800; equipment includes high 
speed angiographic, image amplification and cine-fluoro 
graphic units; vacancy, March 1, 1958; citizenship nec- 
essary. Box 5487 C, % AMA. 


SURGEON—UNIVERSITY TRAINED; BOARD CERTI- 
filed for active department in large well known midwest- 
ern clinic consisting of Board Certified members only; 
commencing salary $15, ; plus annual increments; 

? life insurance program. Apply: Box 549! 


RADIOLOGIST 


bonuses; 
C, % AM 
WANTE CERTIFIED OR QUALIFIED; 
$8,990 to $12,685 
Florida license not 
Write: Manager, 


range 

tification ; 

required ; 8S. citizenship required. 
Above address. 


PHYSICIANS WANTED—TO WORK WITH PSYCHI- 
atric patients in 2,400 bed hospital; suburb Chicago; 
salary ranges $17,570 to $12,685; depending upon qual 
ifications; Northwestern University affiliate; citizenship 
required. Write: Manager, Veterans Administration 
Hospital, Downey, North Chicago, Illinois. c 
WANTED—GENERAL PRACTITIONER AND BOARD 
Certified ophthalmologist to associate with modern well 
equipped clinic, Florida east coast; must have Florida 
license; salary first vear with partnership privilege to 
follow; send full details, training, experience, character 
reference in first communication. Box 5459 C, % AMA 
PHYSICIANS WANTED —FOR CHICAGO AND SUR 
rounding suburbs; many full and part time opportuni- 
ties available including associations, industry and all 
specialties. Call or write: Garland Medical Placement 
25 East Washington Street, Chicago, Illinois, Andover 
3-0145. Cc 


WANTED—THREE HOUSE PHYSICIANS, JULY 1, 
1958; salary $600 in addition to full maintenance; pre- 
requisite; Pennsylvania license or its equivalent. Ap- 
ply to: Miss Martha C Marks, Assistant Administra- 
tor, Westmoreland Hospital*+, Greensburg, Pennsylva- 
nia. c 


PSYCHIATRIST—FULL TIME TEACHING AND CLIN- 
ical appointment; also part time teaching positions 
available while getting practice started; departmental 
expansion in progress; send full information to: Box 
5433 C, % AMA. 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 
physicians placements and hospitals and medical proper- 
ties for sale. 405 E. Green Street, Pasadena, California, 
and 610 S. Broadway Street, 14, Cali- 
fornia. c 


Los Angeles 


GENERAL AND INDUSTRIAL SURGEON; SINGLE 
preferred; willing to work evenings if necessary; should 
have Illinois license; good salary and excellent op- 
portunity; complete maintenance if necessary. Dr. M. 8 
Mazel, Edgewater Hospital, Chicago 26, Llinois c 


SOUTHERN CALIFORNIA — TEN MAN SPECIALTY 
group has immediate openings for orthopedic surgeon: 
ophthalmologist; pediatrician; Board Certified or eli- 
at start; partnership plan. Box 5560 C, 


MEDICAL PLACEMENT 
15 Peachtree Place, N. W. 
Atlanta, Georgia 
We serve the South. 


Write us for information about openings. 
(Mrs. Stewart R. Roberts, Director) 


(Continued on page 112) 
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Fats contain a wide variety of fatty 
acids, Certain of these fatty acids are 
called “essential” . . . essential to the 
body for functioning in some vital and 
specific role . . . essential in foods be- 
cause the body cannot synthesize them. 

These “essential” fatty acids are called 
arachidonic and linoleic. Arachidonic 
acid is found only in animal fats . . . and 
is believed to be the functional fatty acid 
specifically required in cell metabolism. 
Linoleic and a related acid, linolenic, 
are found in vegetable oils. Linoleic acid 
is readily converted to arachidonic acid 
in the body. All these acids are easily 
destroyed by oxidation or hydrogenation. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 


Different fats contain different amounts 
of “essential” fatty acid. While unproc- 
essed vegetable oils contain larger quan- 
tities than do animal fats—when hydro- 
genated, their “essential” fatty acid con- 
tent may be similar to that found in 
animal fats. 

In the body, “essential” fatty acids are 
found in vital organs such as kidney, 
heart and liver. They have been shown 
to be dietary essentials for many species 
of animals .. . and recent evidence from 
studies with infants suggests they may 
be dietary essentials for man as well. 
Animals fed diets deficient in “essential” 
fatty acids cease to grow... lose hair... 


Since 1915 


tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


THIS ADVERT 


SEMENT IS 


develop dry and scaly skin which is per- 
meable to water . . . show kidney damage 
... become Sterile...and die prema- 
turely. There is indication that “essential” 
fatty acids are involved with cholesterol 
metabolism...or transport, for an 
“essential” fatty acid deficiency develops 
more rapidly in experimental animals 
when the metabolism of cholesterol is in- 
creased .. . by feeding excess cholesterol 
... Or by making the animal diabetic or 
hypothyroid. 

Fat, as present in foods and used in 
meal preparation, contributes to the 
pleasure of eating, and to the “essential” 
fatty acid intake. 


promoting better health through nutrition research, education 


NATIONAL DAIRY COUNCIL 


A non-profit organization 


111 NORTH CANAL STREET + CHICAGO 6, ILLINOIS 


NE OF A SERIES. REPRINTS ARE AVAILABLE UPON REQUEST. 
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PAMPHLETS ON 


MENTAL 


Reprinted from 
Today's Health 
Magazine 


EMOTIONAL HEALTH 
by T. R. RETLAW 
8 pages, 15 cents 


A discussion of release of tension through work and 


play. 


THE PSYCHIATRIST 
by EDW. DENGROVE, M.D. and DORIS KULMAN 
6 pages, 10 cents 


What he is, how he works, and what he can mean 
to you. 


EMOTIONAL ILLNESS 


by EDITH M. STONEY 
8 pages, 15 cents 


An explanation of the difference between functional, 
or psychosomatic illness, and organic illness. 


HYPNOTISM—HUMBUG OR 


HEALING? by JAMES A. BRUSSEL, M.D. 

6 pages, 10 cents 
The truth is that it can be either, depending on who 
uses it, for anything in the hands of a phony is about 
as good as a three-dollar bill. 


JOE’S NERVOUS BREAKDOWN 


by JOHN E. EICHENLAUB, M.D. 
6 pages, 10 cents 


A doctor tells the sufferer’s family how they can 
help when he comes home, how to deal with out- 
siders, why breakdowns occur, and how they can 
be prevented. 


Write to: 


Order Department 
American Medical Association 
535 N. Dearborn St. 


Chicago 10 


(0 Emotional Illness—15c 

Emotional Health—15c 

Joe’s Nervous Breakdown—10c 

The Psychiatrist—10c 

(J Hypnotism—Humbug or Healing—10c 


Name. 


Street. 


City 


State 
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Vol. 166, No. 10 


A NEW SERIES IN 


SEX EDUCATION 


Titles in the new series 


PARENTS’ PRIVILEGE 


for parents of young children 
of pre-school and early 
school age 


®A STORY ABOUT YOU 
for children in grades 4, 5, and 6 


® FINDING YOURSELF 

for boys and girls of 
approximately junior high 
school age 


® LEARNING ABOUT LOVE 
for young people 

of both sexes (about 16 to 

20 years of age) 


® FACTS AREN'T ENOUGH 


for adults who have any 
responsibility for children 
or youth that may create 

a need for an understanding 
of sex education 


prepared by 
Prices of quantity orders of any Prices of quantity orders of SETS 


Marion O. Lerrigo, Ph.D. SINGLE title 

. Helen Southard, M.A. $ 2.25 

medical consultant 100 copies............ 35.00 l00sets.............. 157.50 
Milton J. E. Senn, M.D. 250 copies 


500 copies.... ....... 150.00 S00sets.............. 675.00 


ORDER BLANK 


Prepared for the Joint Committee on Health Prob- 
3 lems in Education of the National Education Asso- 
ciation and the American Medical Association 


Enclosed is $-__..-_(no stamps) for the following pamphlet(s) 
Title Quantity 
1. PARENTS’ PRIVILEGE 
2. A STORY ABOUT YOU ee 
3. FINDING YOURSELF 
4. LEARNING ABOUT LOVE 
5. FACTS AREN'T ENOUGH 
Complete set of five ‘cpaiaaeiaa 


distributed by 


Please send pamphlet(s) to: 
(Please Print) 


ORDER DEPARTMENT 


Name 
AMERICAN MEDICAL ASSOCIATION Street . 
535 N. DEARBORN ST, City 


CHICAGO 10, ILL. Zone State 
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J.A.M.A., March 8, 1958 


ANESTIESIOLOGISTS THREE; TEACHING HOS 
pital*+ New York City; fee for service basis; team 
potential; $15,000 first year; graduates of approved 
schools only. Box 5530 C, AMA. 


WANTED—QUALIFIED RADIOLOGIST TO BE ASSO 
ciated with hospital group, 200 bed general hospital; 
remuneration liberal; no investment at vacancy 

to be filled in near future. Box 5550 C MA 


WANTED-—-FULL TIME PHYSICIAN FOR RAILWAY; 
must be eligible for license in Virginia, West Virginia 
and Ohio and under age fifty-six. Address: Box 5357 C, 
AMA 


| WANTED—BOARD ELIGIBLE OR CERTIFIED AN- 
esthesiologist as assistant to Director in large hospita!l* + 
in northeast; department runs on fee basis. Apply: Box 


5431 C, % AMA. 


GENERAL PRACTITIONER WANTED—IMMEDIATE 
opening; association with young general practitioner; 
Starting salary $12,000 yearly; partnership later; loca- 
tion, northwest Chicago; suburb. Box 5338 C, % AMA 
OTOLARYNGOLOGIST; SOUTHERN CITY; 12 MAN 3 
group; salary first rae; eepertuatty for early partner- 
ship. Box 5468 C. % AMA 
WANTED-—BUSY RADIOLOGIST IN EAST CENTRAL 
state; desires association looking toward partnership, 
hospital practice. Address: Box 5559 C, % 1A 
> 
INTERNS AND RESIDENTS WANTED 
G ‘s The * signifies a hospital approved for internships 
werber and the + et residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A.M. A. Consult Council’s approved list 
iis for types of internships and residencies approved 
RESIDENCIES IN PSYCHIATRY—UNIVERSITY OF 
Leo Oklahoma Medical Center. Three year approved train 
ing provides broad experience in dynamic psychiatry 
with intensive psychotherapy of in-patients and out 
patients; physiological and pharmacological therapies; 
neurology; child psychiatry, social and preventive psy 
chiatry; behavioral sciences; psychoanalysis; residents 
participate in teaching and research; Optiona) super 
. s vision, excellent case material, complete curriculum; 
™ vegerae Stipends: first year $4,000; second year $4,600; third 
year $5,200; applications now being considered for res 
idencies beginning July 1959. For details write: Louis 
Jolyon West, MD, Professor of Psychiatry, University 
of Oklahoma School of Medicine and University Hos 
pitals, 800 N. E. 13th Street, Oklahoma City 4, Okla 
homa bd 
APPROVED TWO YEAR RESIDENCIES IN THORAC IK 
. - . . . surgery beginning July Ist available; two first year ap 
new Wa 0 increase rotein in pointments shall be made in a fully approved thoracic 
surgery program involving three hospitals; afiliat 
with Western Reserve University School of Medicine; 
a well balanced cardiovascular and thoracic surgical 
Nutritionall adv t G b > 9 program includes a fully equipped research laboratory ; 
anta us. GS b experimental and clinical open heart surgery, tubercu 
y geo s erber's er er Ss losis surgery and a neo-plastic chest service; candidates 
i j i must be Board Eligible in general surgery or must have 
new Strained and Junior High Meat HIGH MEAT had at least three years of progressive surgical training; 
7 ° stipend and other information may be otbained by 
Dinners have 3 times the meat — much writing: H. J. Mendelsohn, MD, Associate poaieeas of 
° Surgery, Western Reserve University School of Medi 
more protein than *regular Vegetable Dinners cine. 2065 Adelbert Road, Cleveland 6, Ohio. D 
and Meat Combinations. The extra * FIRST YEAR UROLOGIC RESIDENT. UNEXPECTED 
ly 1958; university service large general hos 
ANALYSIS OF NUTRITIVE VALUES IN 
pital*+, Washington, D. C.; includes rotation through 
meat, plus selected vegetables and GERBER'S HIGH MEAT DINNERS university hospital; basic salary $2,800; fully approved 
three year program; senior resident performs minimum 
cereal ingredients, provides a variety High vitamin-A values. 200 major operations; nationally known urologic faculty 
. — and also half-time urologist; only graduates of ap 
of wholesome nutrients and unusual Excellent sources of niacin. proved medical schools considered ; interview desirable 
. . : . Good sources of complete oteins. Write: Dr. Roger Baker, Georgetown University Hos 
flavor interest all in one main dish. Good - er pital, Washington, D. C. 
ces of APPROVED RESIDENCY INTERNAL MEDICINE 
; Sign ficant sour . One opening as assistant resident for a graduate of ap 
Protein content: each container has a Significant of ribofiavi proved school to complete staff of 18 interns and resi- 
—_ . 2 sources " in, dents, all graduates of Ame rican Schools; active teach 
minimum protein content of 1% — the ing, 40% service cases; 45,000 patients a year in 
emergency room and clinics; $250 month. Apply: Robert 
major portion of which is high quality GERBER’S HIGH MEAT DINNERS s Groen, =, Me morial Heart Laboratory, St. Mary's 
spita incinnati io. 
animal protein. Beef wi RESIDENT—SURGERY; WE HAVE AN IMMEDIATE 
with Vegetables opening for a surgical poms mg Mag has had basic 
i; training in physiology to study the metabolism of pa- 
Gerber. Baby Foods Chicken with Vegetables 
Veal with Vegetables and clinical patients available; hospital*+ is approved 
FREMONT, MICHIGAN for surgical residences; stipend $4,200. Address all in 
: quiries to: Director of Personnel, St. Barnabas Hos 
pital, 920 8S. 7th Street, Minneapolis, Minnesota D 
RESIDENCY — INTERNAL MEDICINE; 1,300 BED » 
general hospital+; 3 year; teaching unit; Baylor Uni 
versity College of Medicine; female, private out patient 
- medicine; includes all sub-specialists under supervision 
A ae Certified specialists; stipend $2,840 to $3,- 
Continued from e 108 NEEDED IMMEDIATELY—FOR ESTABLISHED IN- 50; radioisotopes, pulmonary function, research etc; $ “u 
( f ) dustrial practice ; quntzel California; man with surgical 
> training; willing to do some general practice; terms a 
in the Big Horn Basin of Wyoming; jepend on qualifications; full particulars first letter | CLINICAL PATHOLOGY—18T OR 32ND YEAR RES! 
for a rivate pathology California registration requir x 5522 C, % AMA. Goat: B00 hed 
m an area noted for its hunting an shing m LARYN ist — BOARD R ELIGIBLE; 25,000 tests annually; includes steroid; enzyme, and 
istrator, Coe Memorial Hospital, Cody, Wyoming. c ss ge ee Ear = poate Hos- histochemistry; electrophoresis; hormone assays and 
. ital+ in_ south; salary Srst year; partnership after adioisotopes. Apply: Jewish Chronic Disease Hospital, 
ASSISTANT PATHOLOGIST—FOR 300 BED GENERAL L4 S. 49th Street and Rutland Road, Brooklyn 3, Ne 
hospital ; corte or Board eligible; annual one year. Box 5434 C, % AMA York. — 
compensation up to $25,000 depending on experience | pgyCHIATRIST—BOARD CERTIFIED; TO JOIN TWO 
and qualifications. Apply to: Administrator, Engle- established psychiatrists for office practice and new 40 | RESIDENCY IN PATHOLOGY—4 YEAR APPROVED 
wood Hospital, Englewood, New Jersey. bed psychiatric unit in general hospital; industrial program, pathologic anatoly and clinical pathology; 
community in northeast Ohio. Box 5374 C, % AMA. affiliated with Baylor University College Medicine; 
INTERNIST—CERTIFIED OR QUALIFIED FOR CER- Houston, Texas; stipend $2,840 to $3,550; citizenship 
tification; military obligation fulfilled; under 35; asso- | QOTOLARYNGOLOGIST—BOARD CERTIFIED OR ELI. | ‘eduired. Bela Halpert, MD, Veterans Administration 
ciation with group; southern city of 150,000; starting gible te practice i in ei int man group: Industrial city of Hospital, Houston 31, Texas. D 
salary; participation i satisfactory. Box southern Wisconsin ; ae ners! status after 
Cc, AMA. years. Box 5520 C, %o AM RESIDENCIES—PSYCHIATRY ; 1,300 BED GENERAL 
hospital; three program; affiliated Baylor 
HOUSE P oTAN— NEW -CON NED: WANTED — PEDIATRICIAN WITH BOARDS OR University College Medicine; well rounded clinical and 
gg Board Eligible; as an associate with a Board pedia- seminar program; annual stipend regular $2,840 to 
modern 400 general hospital; comfortable: living i i $3,550; career, $5,915 to $8,990. Write: Manager, Vet 
quarters; attractive personnel policies. Apply: Admin- trician; in large town; good hospital connections. Send | rings Administration Hospital, Houston, Texas. D 
istrator, Richmond Memorial Hospital, 1300 Westwood ‘ 
Avenue, Bichmond, Virginia. C | WANTED — THOROUGHLY QUALIFIED PHYSICIAN hospital sala EDICAL SERVICE: 198 BED 
i tri york: epen 
INTERNIST OR GENERAL PRACTITIONER—WITH citizenship required: excellent leave 
group or surgeon and general practitioner; south cen- ane retirement benefits. Contact: Manager, Veterans 
tral Illinois; wonderful family town of 7,000; excellent PHYSICIAN WANTED FOR WEDNESDAY AND Administration Hospital, Amarilio, Texas. te) 


open hospital facilities; salary open; give details. Box weekend coverage of active general practice; north- 


west Chicago suburb. Box 5339 C, % AMA. (Continued on page 116) 
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Relieves depression 
without euphoria H 
—not a stimulant 
= Restores natural sleep 
without depressive 
_aftereffects 
—not a hypnotic 


= Rapid onset of action 


= Side effects are 
minimal and easily 


| “D epr ol* 


Composition: Each tablet 
contains 400 mg. 
meprobamate and 1 mg. 
benactyzine HCl 


Average Adult Dose: 
1 tablet q.i.d. 


WALLACE LABORATORIES, New Brunswick, N.J. Literature and samples on request 
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INTENSIFIED BROAD-SPECTRUM ANTIBIOTIC CONTROL 


Tetracycline Phosphate Complex U. S. Pat. 2,791,609 
often the difference between rapid and delayed response 


“absorption with tetracycline phosphate complex [TETREX] is about twice as 


991 


efficient as that obtained with tetracycline hydrochloride 


practically sodium-free pure compound — not a mixture—freely indicated 


a . 
in low-sodium regimens Supplied: TETREX Capsules containing the equivalent of 260 
mg. tetracycline HCI activity; bottles of 16 and 100. New TETREX 
Pediatric Capsules containing the equivalent of 100 mg. tetra- 
cycline HCI activity; bottles of 25 and 100. 
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a Tetracycline Phosphate Complex 250-100 mo. CAPSULES 


Tetracycline Phosphate Complex 250-100 mg. CAPSULES 


Bristol 


SYRA NEW YORK 
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Tetracycline Phosphate Complex U.S.Pat.2,791,609 CAPSULES 


# Virtually doubles tetracycline blood levels within 1-3 hours'* « Maintains higher tetracycline 
blood levels over 24-hour period’... © Faster, more complete control of tetracycline-sensitive 
organisms. Eleven independent investigators** obtained successful results with TETREx in 426 
patients with a variety of infections. Although nearly twice as efficient, tetracycline phosphate 
complex (TETREX) has shown a “remarkably low incidence of side reactions. ..”* # A single, 
highly efficient antibiotic. Freely indicated in low-sodium regimens, TETREX permits flexible effective 
therapy. Patients can be treated on 500 mg. b.i.d. — or 250 mg. q.i.d. dosage schedule #0 increas 
in cost over tetracycline HCl. 

1. Kaplan, M. A., et al.: Antibiotic Med. & Clin. Ther. 4:99, 1957. 2. Welch, H., et al.: Antibiotic Med. & Clin. Ther. 4:215, 1957. 3. Independent 


studies by P. A. Bunn; S. Katz, and G, A. Cronk on 188 patients. 4. Cronk, G. A., and Neumann, D. E.: Antibiotic Med. 4:166, 1957. 5. Bernhardt, 
H. J.; Katz, S.; Oxley, L. O.; Prigot, A.; Putnam, L. E.; Rein, C. R.; Tittle, C. R.; Wachtel, L. M., and Weller, C.: Personal communications, 
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Paregoric (equivalent) 
Pectin 
Kaolin (purified) 


or 


non-specific 


diarrhea 


PAREGORIC—PECTIN—KAOLIN 


—and it tastes so good! 


A glance at the formula shows you why you may rely on 
PAREPECTOLIN for management of non-specific diarrhea: 


1.0 drachm 
2.5 gr. 
85.0 gr. 


per fluidounce 
of stable, creamy 
suspension 


Dosage: Adults, 1 to 2 tablespoonfuls, t.i.d. 
Children, 1 to 2 teaspoonfuls, t.i.d. 


Supplied: Bottles of 4 and 8 fluidounces. Sample on request. 


Federal registry number required. 


? 


PHILADELPHIA 44, PA, 


(Continued from page 112) 


PSYCHIATRIC RESIDENTS — NEW PLAN PAYING 
41,360; offering three years fully approved training in a 


university psychiatric institute+ followed by two years 
supervised experience; open only to graduates of ap- 
proved medical colleges. Box 5617 D, % AMA. 


FIRST AND 2ND YEAR; 
in 126 bed general hospital; 
$500 per month plus full main- 

Apply: Delaware 
Pennsylvania. D 


RADIOLOGY RESIDENCY 
available July 15, 1958 
Philadelphia suburbs; 
tenance; no exchange visitor number 
County Hospital, Drexel Hill, 


ANESTHESIOLOGIST RESIDENTS—APPROVED TWO 
year active teaching clinical program; available July Ist, 
1958. Peal H. Lorhan, MD, University of Kansas Med- 
ical Center*+, Kansas City, Kansas. D 


APPROVED THREE YEAR RESIDENCIES IN PSY- 
chiatry—New GM&S hospital; well organized teaching 
program: affiliated with Washington University School 

edicine, all types of psychiatric experience repre- 

; including supervised synamically oriented psy- 

chotherapy; psychosomat d 3, chi uidance; 

ete; approved training in psychoanalysis available local- 

Wye full time director of training is a member of the 
merican Psychoanalytic Association; attractive career 

residency program available; citizenship required. Write 

(0: Dr. Bernard A. Cruvant, Veterans Administration 

915 North Grand Avenue, St. Louis 6, 

souri. 


of 


PSYCHIATRIC RESIDENCIES —INDIANA UNIVER- 
sity Medica! Center; are now available; fully approved 
for three years of psychiatric training in a modern 2,500 
bed medical center; widely diversified training and ex 
perience provided in a 250 bed psychiatric treatment 
hospital; with rotating services through adjacent campus 
facilities; including 500 bed Veterans Administration 
Hospital; active university child guidance clinic and a 
university psychiatric outpatient clinic; ample oppor- 
tunities for training and consultative services in a vari- 
ety of university clinies and in three other university 
hospitals; including a children’s hospital; broadly 
oriented university training program with close personal 
supervision of psychotherapy in clinics and hospitals; 
impressive interdepartmental opportunities for active 
clinical and allied basic research in a new psychiatric 
research institute and for teaching and supervisory ex- 
perience in the medical school and its affiliated train- 
ing programs in the social sciences; stipend for first year, 
$4,800; increasing proportionately to third year, $6,000; 
eligibility for state licensure required for appointment 
Write: John I. Nurnberger, MD, Department of Psychia- 
try, Indiana University Medical Center, Indianapolis, 
Indiana. dD 


WANTED—RESIDENTS IN PULMONARY DISEASES 
for July 1, 1958 in a 600 bed hospital+ in the Ozarks; 
fully certified; excellent facilities; research and teach- 
ing program; generous salary. Write: Charles A. 
Brasher, MD, Superintendent and Medical Director, 
Missouri State Sanatorium, Mt. Vernon, Missouri. D 


(Continued on page 118) 


gie, Dr. med. Emst Mansfeld, Stadtmedizinalrat 
am Gesundheitsamt Stuttgart, und Dr. phil. Franz 
Josef Mathey, Dipl.-Psychologe, Assistent am 
Institut fiir Psychologie der Universitit Erlangen 
Heft 7, Schriftenreihe aus dem Gebiete des iffent- 
| lichen Gesundheitswesens. Herausgegeben von 
Ministerialdirektor Dr. Josef Stralau und Minis- 


J.A.M.A., March 8, 1958 


BOOKS RECEIVED 


Books received by Tue Journat are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interests of 
Tue JourNAL readers as space permits. Books 
listed in this department are not available for 
lending or sale through the American Medical 
Association. 


Jugendliche in der Berufsbewihrung: Untersuch- 
ungen der Wissenschaftlichen Arbeitsgemeinschaft 
fiir Jungendkunde iiber die somatischen, psychi- 
schen und sozialen Faktoren der Reifeentwicklung 
und Berufseinordnung 1952-1956. Berichtet von 
Prof. Dr. med. Wilhelm Hagen, Priisident des Bun- 
desgesundheitsamtes Koblenz, Prof. Dr. phil. Hans 
Thomae, 0.6 Professor der Psychologie der Univer- 
sitat Erlangen, Direktor des Instituts fiir Psycholo- 


terialrat Dr. Amold Habernoll. Paper. 17.40 marks; 
$4.15. Pp. 179, with 33 illustrations. Georg Thieme 
Verlag, Herdweg 63, (14a) Stuttgart N, West Ger- 


many; [Intercontinental Medical Book Corporation, 
381 Fourth Ave., New York 16], 1958 

Trace Analysis. Edited by John H. Yoe, M.S., 
M.A., Ph.D., Professor of Chemistry and Director, 
John Lee Pratt Trace Analysis Laboratory, Uni- 
versity of Virginia, Richmond, and Henry J 
Koch, Jr., A.B., M.D. Papers presented at sympo- 


sium on trace analysis held at New York Academy 
of Medicine, New York, N. Y., November 2, 3, 4, 
1955. Cloth. $12. Pp. 672, with illustrations 
John Wiley & Sons, Inc., 440 Fourth Ave., New 
York 16; Chapman & Hall, Ltd., 37-39 Essex St., 
Strand, W.C. 2, England, 1957 


London, 


Wasser- und Elektrolythaushalt unter Kochsal- 
zentzug bei der Behandlung innerer Krankheiten. 


Von Dozent Dr. med. Hans Christian Moeller. 
Neue Folge, Heft 5, Sammlung zwangloser Ab- 
handlungen aus dem Gebiete der Verdauungs- 
und Stoffwechseikrankheiten. Herausgeber: Prof. 


Dr. med. Dr. h.c. M. Biirger. Boards. 35.70 marks 
Pp. 115, with 32 illustrations. VEB Carl Marhold 
3, Halle (Saale), East 


Verlag, Henriettenstrass¢ 
Germany, 1957. 


Textbook of Virology for Students and Practi- 
tioners of Medicine. By A. J. Rhodes, M.D., 
F.R.C.P., F.R.S.C., Director, School of Hygiene, 
University of Toronto, Toronto, Canada, and C, E. 
van M.D., D.Se., M.R.C.P., Professor of 
Bacteriology, Dalhousie University, Halifax, Nova 
Scotia. Third edition. Cloth. $10. Pp. 642, with 


Rooyen, 


81 illustrations. Williams & Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2, 
1958. 


Bilateral Polycystic Disease of the Kidneys: A 
Follow-up of Two Hundred and Eighty-four Pa- 
tients and Their Families. By O. Z. Dalgaard. 
This work also published as supplement [328] to 
vol. 158, 1957, of Acta med. scandinav. Trans- 
lated from Danish by Harry Cowan, B. Sc. [Thesis, 
M.D. University of Copenhagen.] Paper. Pp. 255, 
with 


40 illustrations. Ejnar Munksgaard, 6 Norre- 
gade, Copenhagen K, Denmark, 1957. 


Polythematicky sbornik praci lékariké fakulty 
Palackého university vy Olomouci. Odborny redak- 
tor: Prof. Dr. Frantisek Santavy. [Polythematical 
Collected Reports of the Medical Faculty of the 
Palacky University in Olomouc. Summaries in 
Russian, English and German.] Acta Universitatis 
palackianae olomucensis 11. Paper. 75 korunas. 
Pp. 376, with illustrations. Palacky University, 
Lidicka 8, Olomouc, Czechoslovakia, 1956. 


Human Biochemistry. By Israel S. Kleiner, Ph.D., 
Professor of Biochemistry and Director of Depart- 
ment of Biochemistry, New York Medical College, 
New York, and James M. Orten, Ph.D., Professor 
of Physiological Chemistry, Wayne State Univer- 
sity College of Medicine, Detroit. Fifth edition. 
Cloth. $9. Pp. 808, with 99 illustrations. C. V. 
Mosby Company, 3207 Washington Blvd., St. 
Louis 3, 1958. 


Drugs and the Mind. By Robert S. de Ropp. 
Foreword by Dr. Nathan S. Kline. Cloth. $4.50. 
Pp. 310. St. Martin’s Press, Inc., 103 Park Ave., 
New York 17, 1957. 
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Vol. 166, No. 10 


EMERGENCY 
OXYGEN and 


RESUSCITATION UNIT 
by McKesson 


A new, easily-portable, perfectly-balanced unit. 
Many outstanding safety and economy 
features. Uses either D or E size cylinders. 


New, improved flow-valve graduated with 
adjustable zero position, always indicates 
approximate flow rate. Impossible to open 
control-valve more than one turn. 


No danger of excessive flow-rate, 

should valve be left open when attaching 
full cylinder. Pin-indexed yoke precludes 
possibility of attaching improper gas. 

For resuscitation, squeezing re-breathing bag 
forces oxygen into patient's lungs. 


many other Rubber feet prevent 

marring any highly 
important polished surface. 
features 


Weight of stand 
ond valve complete, 
5% Ibs. 


Contact your McKesson Dealer or 
EMERGENCY OXYGEN | write us today for complete 
“Hmm! Your finger appears to be all right, but AND information, specifications and prices. 


the rest of you seems to be swollen!” RESUSCITATION UNIT 
McKESSON APPLIANCE COMPANY ¢ TOLEDO 10, OHIO 


3 


when anxiety and tension “erupts” in the G. I. tract... 


GASTRIC ULCER 


PATHIBAMATE 


Meprobamate with PATHILON ® Lederle 


Combines Meprobamate (400 mg.) widely prescribed tranquilizer . . . helps control the 
“emotional overlay” of gastric ulcer—without fear of barbiturate loginess, hangover or 
addiction ... with PATHILON (25 mg.) an anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


Lederie } *Trademark ®Registered Trademark for Tridihexethy! lodide Lederle 
= LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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DIABETES FOLLOWING TRANSIENT GLYCOSURIA* 


Oiabetes 
— diet alone 
27 patients 
(21%) 
Diabetes 
Potential —on insulin 
Diabetes 18 patients 
16 patients 


AMES 
CLINIQUICK 


Non-Diabetic 
65 patients 


should a non-diabetic, 
transient glycosuria ever be 
considered unimportant? 


Never. A patient showing even a mild transient glycosuria should 
be observed for years as a diabetic suspect.* 


Ultimate diagnosis on 126 patients with a previous transient mild 
glycosuria. Twenty diabetics were discovered 5-10 years after a 
recorded glycosuria— 10 diabetics after more than 10 years.* 
*Murphy, R.: Connecticut M. J. 2/:306, 1957. 


COLOR CALIBRATED 


STANDARDIZED urine-sugar test 
for reliable quantitative estimations 


LO) Reagent Tablets 


« full color calibration, clear-cut color changes 

+ established “plus” system covers entire critical range 

« standard blue-to-orange spectrum long familiar to diabetics 
+ unvarying, laboratory-controlled color scale 


AN) AMES COMPANY, INC « ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 45487 


(Continued from page 116) PATHOLOGY RESIDENCY — AVAILABLE JULY |, 
1958; medical school affiliation; approved for four years 
in anatomic and clinical pathology; active teaching 


| don, 


FIRST YEAR PSYCHI: SSIDENTS—< cAN- 
State BE and research program; staff includes two full time 
as State Hospital+, Little Rock, Three year program ; ini 
being established on former two year program; now pathologists certified in both anatomic and clinical 
actively associated with new University of Arkansas pathology; excellent training in surgical and frozen 
Medica A section diagnosis; active necropsy service; active clinical 
Medical Center, which includes new medical school 
buildings and new versity hospital, all locate laboratory service with modern equipment and advanced 
yu gs and n university hospital, all located on 
campus of state hospital, emphasis’ on supervised, methods; stipend and maintenance. Apply: Dr. David 
dynamically-oriented, clinical psychiatry during first 2 Meranze, Director of Laboratories, Albert Einstein 
rear Gf mos pom edical Center* +, Southern Division, Philadelphia 47, 
year, with ginning of good grounding in neurology P 1 D 

! and psychosomatic medicine; must have fluent use of ennsylvania. 

English and, preterably, be eligible for licensure in | RESIDENCIES — POSITIONS AVAILABLE: DEAN'S 
Arkansas; starting salary $647 per month, without Committee Veterans Hospital+ Staff with faculty ap 
maintenance; openings for one or two well qualified, pointments at University of Pittsburgh Medical School; 
highly competent individuals; beginning July 1, 1958 1050 beds in two units; fully approved programs in 
Write: Hans B. Molholm, MD, Director of Researeh general surgery (5 years); medicine (3 years) ; otolaryn 
and Education, Arkansas State Hospital, Little Rock, gology (3 years); ophthalmology (3 years): urology ( 
Arkansas. D years); radiology (2 years); pathologic Anatomy (4 
years); clinical pathology (4 years); excellent oppor- 

RESIDENT IN PATHOLOGY; FIRST YEAR SALARY tunity experimental pathology; and PM&R (2 years) 
$325 with increases each year to $450; four year Board affiliated programs in Plastic surgery; orthopedics; 
approval in both pathologic anatomy and clinical pa- neurosurgery; anesthesia and allergy; applicants must 
thology ; want only a first year resident; preferably in be citizens and graduates of Class A Medical schools 
terested in career of pathology; graduate of approved Stipends $2840 to $4500 per annum. Apply: to Director, 
school only; 300 bed ultra-modern hospital*+ with Professional Services, VA Hospital, University Drive, 
ultra-modern laboratory; two full time Board Certified Pittsburgh 40, Pennsylvania. D 
pathologists plus two Board Certified consultants ; Ph.D. 
biochemist and Ph.D. microbiologist; 5,000 surgicals; RESIDENT IN OTOLARYNGOLOGY — JULY |, 1958: 
180 autopsies; well organized teaching prost am; avail approved. Write: Administrator, Los Angeles Eye and 
able immediately or July Ist. Apply: Grant Murphy, Ear Hospital+, Inc., Los Angeles 17, California. D 
MD, Director of Laboratories, McLaren General Hos " . 
pital, Flint, Michigan D (Continued on page 120) 
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Mitotic Poisons and the Cancer Problem. By 
John J. Biesele, Ph.D., Professor of Biology, Sloan- 
Kettering Division, Cornell University Medical 
College, New York City. Cloth. $7.50. Pp. 214, 
with 40 illustrations. Elsevier Press, Inc., Bank of 
Southwest Building, Houston 2; 110-112 Spui- 
straat, Amsterdam-C., Netherlands; Cleaver-Hume 
Press, Ltd., 31 Wright’s Lane, Kensington, Lon- 
W. 8, England, 1958. 


Fat Consumption and Coronary Disease: The 
Evolutionary Answer to This Problem. A_ Basic 
Approach to the Prevention and Arrest of Coro- 
nary Disease. By T. L. Cleave, M.R.C.P., Surgeon 
Captain, Royal Navy. With foreword by Percy 
Stocks, C.M.G., M.A., M.D. Paper. $2.50. Pp. 40 
Philosophical Library, Inc., 15 E. 40th St., New 
York 16, 1958. 


Survey of Compounds Which Have Been Tested 
for Carcinogenic Activity. Supplement I. By Phi- 
lippe Shubik, and Jonathan L. Hartwell. U.S 
Department of Health, Education, and Welfare, 
Public Health Service. Public Health Service pub- 
lication no. 149, supp. 1. Cloth. $3.50. Pp. 388 
Superintendent of Documents, Govern. Print. Off., 
Washington 25, D. C., 1957. 


Physicians’ Desk Reference to Pharmaceutical 
Specialties and Biologicals 1958. J. Paul Folsom, 
general manager. Henrietta Bull, managing editor 
J. E. Van Hoven, production director. Robert C 
Batterman, M.D., editorial consultant. In five sec- 
tions. [Supplements to be issued.] Twelfth edition 
Cloth. Pp. 949. Medical Economics, Inc., Oradell, 
N. J., 1957. 


A Study of the In Vitro and In Vivo Effects of a 
Synthetic Heparin-Like Anticoagulant: Dextran 
Sulphate. By Peter Hjort and Helge Stormorken. 
With Capillary Microscopy by Oscar Gilje. Scan- 
dinav. J. Clin. & Lab. Invest., vol 9, supp. 29 
Paper. Pp. 86, with 28 illustrations. Ejnar Munks- 
gaard, 6 Norregade, Copenhagen K, Denmark, 
1957. 


Chronic Radiation Hazards: An Experimental 
Study with Fast Neutrons. By G. J. Neary, R. J 


| Munson and R. H. Mole. Cloth, $7.50. Pp. 191, 


with 45 illustrations. Pergamon Press, Inc., 122 E. 
55th St., New York 22; 10638 S. Wilton Place, 
Los Angeles 47; 4 & 5 Fitzroy Sq., London, W. 1, 
England; 24 rue des Ecoles, Paris 5e, France, 1957 


Schutzimpfungen. Herausgegeben von Prof. Dr 
med. Heinz Spiess. Unter Mitarbeit von Prof. Dr 
F. Hansen, et al. Cloth. 56 marks; $13.35. Pp. 356, 
with 41 illustrations. Georg Thieme Verlag, Herd- 


| weg 63, (14a) Stuttgart N, West Germany; [Inter- 
| continental Medical Book Corporation, 381 Fourth 


Ave., New York 16], 1958. 


The New Era in Medical Research. A survey of 
attitudes of some leading people im the field. Con- 


| ducted by Douglas Williams Associates. Sponsored 
| as public service by Merck Sharp & Dohme Re- 
| search Laboratories, division of Merck & Co., Inc. 


Paper. Pp. 64. Merck & Company, Inc., Chemical 
Division, Rahway, N. J., [1957]. 


Clinical Heart Disease. By Samuel A. Levine, 
M.D., F.A.C.P., Clinical Professor of Medicine, 
Harvard Medical School, Boston. Fifth edition 
Cloth. $9.50. Pp. 673, with 216 illustrations 
W. B. Saunders Company, 218 W. Washington 
Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., 
London, W. C. 2, England, 1958. 


Textbook of Gynecology. By John I. Brewer, 
B.S., M.D., Ph.D., Professor of Obstetrics and 
Gynecology, Northwestern University Medical 
School, Chicago. Second edition. Cloth. “=. PP: 
742, with 204 illustrations. Williay 
Company, Mount Royal and Guilford Aves., "Balti. 
more 2, 1958. 


Veterinary Protozoology. By U. F. Richardson, 
B.Sc., M.R.C.V.S., and S. B. Kendall, B.Sc., Ph.D., 
A.R.C.S. Second edition. Cloth. 30 shillinzs. Po 
260, with 35 illustrations. Oliver & Boyd, Ltd., 
39a Welbeck St., London, W. 1, Engiana: tweea 
dale Ct., 14 High St., Edinburgh |, Scotland, 1957 


Clinical Procedures in Occlusal Rehabilitation. 
By S. Charles Brecker, D.D.S., F.A.C.D. Cloth. 
$16. Pp. 326, with 936 illustrations. W. B. Saun- 
ders Company, 218 W. Washington Sq., Phila- 
delphia 5; 7 Grape St., Shaftesbury Ave., London, 
W. C. 2, England, 1958. 
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Specialty 
MEDICAL 


Journals 


published monthly 


AMERICAN MEDICAL ASSOCIATION 


A. M. A. Archives of 

NEUROLOGY and PSYCHIATRY 
Covering results of experimental research and 
practice in mental disease. Foremost medi- 
cal men present Original Articles, Clinical 
Notes, Case Reports, News and Comment, 
Abstracts from Current Literature, Society 
Transactions. Book Reviews. $14.00 yearly. 


A. M. A. Archives of DERMATOLOGY 
Channeling to the physician authoritative, 
current information in cutaneous diseases. 
Stimulating Original Articles, Clinical Notes, 
Abstracts from Current Literature, Society 
Transactions, News and Comment. Book 
Reviews. $12.00 yearly. 
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A. M. A. Archives of 
INDUSTRIAL HEALTH 

Reports of the continuing and important de- 
velopments in the field of medicine in indus- 
try. Original articles covering problems and 
day to day experiences of physicians in indus- 
try. An excellent abstracting service, addi- 
tional foreign journal abstracting and reviews. 
$10.00 yearly. 


A. M. A. Archives of 

INTERNAL MEDICINE 

Devoted to original investigations into the 
nature, diagnosis and treatment of disease. 
“Progress in Internal Medicine” regularly 
featured. Also Clinical Notes, Book Reviews, 
News and Comment. $10.00 yearly. 


A. M. A. Journal of 

DISEASES of CHILDREN 

Well attested, new ideas in Pediatrics. 
Throughout its Original Articles, Abstracts 
from Current Literature, Society Transac- 
tions, Reviews of latest books, Case Reports, 
News and Comment pulses advanced pedi- 
atric thought. “Progress in Pediatrics” is a 
frequent feature. $12.00 yearly. 


A. M. A. Archives of SURGERY 

Stresses end-results of surgical procedure, 
with consideration for operative technique. 
Original articles bring complete studies of 
large numbers of cases. Conclusions furnish 
background of sound knowledge for the spe- 
cific problem. Case Reports, Clinical Notes. 
$14.00 yearly. 


A. M. A. Archives of PATHOLOGY 
Conclusions of vital worth to researcher and 
practitioner alike through results gained by 
the laboratory worker. Original studies, with 
classification and comment. Case Reports, 
Laboratory Methods and Technical Notes, 
Book Reviews, Notes and News, General 
Reviews. $10.00 yearly. 


A. M. A. Archives of 
OPHTHALMOLOGY 

Important studies on the eye contributed by 
outstanding investigators. Practical hints in 
“Clinical Notes.” New discoveries discussed, 
forum fashion, in “Society Transactions.” 
Reviews, Abstracts from Current Literature, 
Book Reviews, News and Notes. $12.00 
yearly. 


A. M. A. Archives of 

OTOLARYNGOLOGY 

Results of intensive research furnished in 
Original Studies, in the regularly featured 
“Progress in Otolaryngology”; summaries of 
bibliographic material. Case Reports, Re- 
views, Abstracts from Current Literature, 
Book Reviews and Society Transactions con- 
tribute a strong pattern of specialized infor- 
mation. $14.00 yearly. 


U.S.A. & side 
535 NORTH DEARBORN CHICAGO 10 
APO’ sessions 
Please enter my subscription to the specialty journal checked at 8 Possession 
Keep my name on list until I ask you to cancel. Remittance for OA.M.A. Arch. Dermatology.......... 12.00 12.50 13.50 
(C0 A.M.A. Arch, Industrial Health.... 10.00 10.50 11.50 
one year i. enclosed CA.M.A. Arch. Internal Medicine.. 10.00 10.50 11.50 
( two years 
(0 A.M.A. Jrl. Diseases of Children.. 12.00 12.50 13.50 
Name (0 A.M.A. Arch. Surgery ............... 14.00 14.50 15.50 
A.M.A. Arch. Pathology 10.00 10.50 11.50 
Address OA.M.A. Arch. Ophthalmology... 12.00 12.50 13.50 
City Zone A.M.A. Arch. Otolaryngology...... 14.00 14.50 15.50 
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Clinical Applications of Hypnosis in Dentistry. 
By S. Irwin Shaw, D.M.D., M.Ed. Cloth. $4.50. 
Pp. 173 with 26 illustrations. W. B. Saunders 
Company, as W. Washington Sq., Philadelphia 5 33 
7 Grape Shaftesbury Ave., London, W. C. 2, 
England, ‘1988. 


Metabolism of the Nervous System. Edited by 
Derek Richter. Cloth. $16. Pp. 599, with illustra- 
tions. Pergamon Press, Inc., 122 E. 55th St., New 
York 22; 10638 S. Wilton Place, Los Angeles 47: 
4 & 5 Fitzroy Sq., London, W. 1, England; 24 rue 
des Ecoles, Paris 5e, France, 1957. 


Parent-Child Tensions. By Berthold Eric 
Schwarz, M.D., and Bartholomew A. Ruggieri, 
M.D. Cloth. $4.95. Pp. 238. J. B. Lippincott Com- s P 
pany, 227-231 S. Sixth St., Philadelphia 5; Pitman 
Medical Publishing Company, Ltd., 45 New Ox- 
ford St., London, W. C. 1, England, 1958. 


Einfiihrung in die ballistische Kardiographie. 
Von Dr. Ladislaus Michael Résa, Kardiologischer 
Konsiliar der Sophien-Klinik, Hannover. Boards. 
18 marks. Pp. 92 with 67 illustrations. Verlag 
Regensberg, Schaumburgstrasse 6-10, Miinster, 
West Germany, 1958. 


Neuritis, Sensory Neuritis, Neuralgia: A Clinical 
Study with Review of the Literature. By Robert 
Wartenberg, M.D. Foreword by Wilfred Harris, 
M.D. Cloth. $8.50. Pp. 444, with 13 illustrations. 
Oxford University Press, 114 Fifth Ave., New 
York 1958. 


Atti del XLI congresso della Societa italiana di 
ortopedia e traumatologia, Bologna 18-19-20 
ottobre 1956. Pubblicati dal Comitato direttivo 
permanente e redatti a cura del segretario della 


they welcome Ovaltine for extra nourishment Societa Prof. A. Rampoldi. Paper. Pp. 496, with 


illustrations. Pozzi editore, Rome, Italy, n. d. 


i H : . , La mortalita da 0 a 15 anni in Italia dal 1939 
From pediatrics to geriatrics Ovaltine It is ideal for use where stimulating | al 1954. Di Vergilio Bacchetta e Alberto Anibaldi. 
provides a rich source of the vitamins, beverages should be avoided...ideal as | Pediatria internazionale, supp. pamero 1, vol. Vit, 2 
minerals and other essential food elements _ nutritional fortification for patients on | Paper. Pp. 102. Istituto di pediatricia dell’Uni- 


required for the maintenance of a good bland diets...or to help maintain a 
ome, Italy, 1957. 


nutritional state. satisfactory nutritional level during 
Ovaltine is a nourishing, well-tolerated physiologic stress. Complement-Fixation Tests for Antisera Pre- 
beve rage combining natural blandn« ss Three servings of Ovaltine and milk provide: Pate against Strain Hela Cell anc tins 
ith d taste duce Derived from Human Breast Carcinoma. By Eero 
with good taste. It produces a soothing . : “ 
and relaxi ‘ffect f the tense i 12 Vitamins 13 Minerals Mustakallio and J. A. Grénroos. Ann. med. exper. 
*Vitamin A.........4000 LU, including Calcium, et biol. Fenniae, vol. 35, supp. 12. Paper. Pp. 9 
nervous patient, particularly when taken *Vitamin D..... 420 1.0. Phosphorus, Iron and lodine Yrjénkatu 17, Helsinki, Finland, 1957. 
at bedtime. *Ascorbic acid... ..37.0 me. CARBOHYDRATE. .. 65 Gm. 
*Thiamine. ..... 1.2 mg. “PROTEIN... 32 Gm. Office Gastroenterology. By Albert F. R. Andre- 
“Riboflavin, .........2.0 me. 30 Gm. sen, M.D., Attending Physician, Long Island Col- 
A Pyridoxine... ... 0.5 mg. *Nutrients for which daily lege Hospital, Brooklyn. Cloth. $14. Pp. 707, with 
’ Vitamin Biz2.......5.0 meg. dietary allowances are recom- 110 illustrations. W. B. Saunders Company, 218 
Pantothenic acid... , 3.0 mg. mended by the National Re- W. Washington Sq., Philadelphia 5; 7 Grape St., 
*Niacin.............10.0 me. search Council. Shaftesbury Ave., London, W. C. 2, England, 1958. 
a Folic acid....... 0.05 me. A jar of Ovaitine will be : ‘ 
aan +) Choline.......... 200 mg. sent for your personal use Accepted Dental Remedies: Drugs Used in Den- 
-— Biotin, ........... 0.03 me. on request. tal Practice Including a List of Brands Accepted 
a ae by the Council on Dental Therapeutics of the 
se American Dental Association. Twenty-third edi- 


tion. Paper. $3. Pp. 214. American Dental Asso- 
ciation, 222 E. Superior St., Chicago 11, 1958. 


® 
Ova l t 1N@ extra nourishment is desired 
Die Mitralstenose und ihre operative Behand- 


lung. Von Dr. med. Hans Kohler, Oberarzt der r > 
The Wander Company, 105 W. Adams St., Chicago 3, II. Chirurgischen Klinik im Krankenhaus am Fried- 
‘ richshain Berlin, Cloth. 35 marks. Pp. 292, with 
| 134 illustrations. VEB Gustav Fischer Verlag, 
(Continued from page 118) RESIDENCIES—MENNINGER SCHOOL OF PSYCHIA. Villengang 2, Jena 15 b, East Germany. 1957. ’ Y 
i three ren clinical | 
PATHOLOGY RESIDENT WANTED — THERE ARE and didactic training including psychotherapy and so- ae ee een . 
openings now and in July at the Veterans yo me matic therapies, outpatient and child be chiatry; at Le fratture metafisarie nell infanzia og nell 
tion Research Hospital for pathology residents; the 516 v State and Menninger Hospitals; liated with | adolescenza. Di Enzo de Marchi. Relazione al 


Topeka Institute for Psychoanalysis; year appoint- i di 
monte comblaing residency and staff experience for XLII sso dia 
oard eligibili Reg- | ¢ traumatologia, Roma, 29-31 ottobre 1Y9o/. Paper. 
istrar, Menninger School of Psychiatry+, Topeka, 7: Pp. 224, with 202 illustrations. Licinio Cappelli, 


bed hospital is affiliated with Northwestern University 
Medical School and appointments are made through 
the Dean's Committee with faculty status; rotation 
through other hospitals affords wide flelds and experi- 


ence; excellent opportunities for research and academic sas. 957 
study with good remuneration. Inquire: Director of VETERANS ADMINISTRATION HOSPITAL, ANN AR- Via Farini 6, Bologna, Italy, 1957. 
STERANS 
p Administration Rese bor, Michigan, a general medical and surgical hospital; 
petal, positions available; psychiatric residencies; affiliated Aggregation of Erythrocytes in Small Blood 

<IDENCTE > with the University of Michigan offering a fully ac- Tessels: Clinical in tal Studies. By 
RESIDEN¢ IES AVAILABLE APPROVED RESIDEN- credited three year, well balanced didactic and seminar Vessels: Clinical and Experi 

cies in medicine, surgery, pediatrics, obstetrics and gyn- program; opportunity for experience in an approved | Jérgen Weis-Fogh. [Thesis, M.D., University of 

contess, ond gmerel practice available July 1, 1958; new children s residential psychiatric treatment center; | Copenhagen.] Paper. Pp. 106, with 27 illustra- 

294 hed; 43 bassinet city operated hospital; annually must be an American citizen. Write: Paul M. treland, | |: University of Copenhagen, 49 Nerre Allé 

15,000 in patients; 9,000 out-patient visits; 12,000 MD, Manager, Veterans Administration ilospital, Ann tions. [University o openhagen, prre , 

emergency room visits; approved for 16 interns; total Arbor, Michigan D Copenhagen N, Denmark], 1957. 


house staff 30; teaching program well organized and 
operating; fundamentals and objectives of program APPROVED RESIDENCIES AND INTERNSHIPS 


available on request; beginning salary $300. Write: available July Ist; 500 bed general hospital; Ist, 2nd arativ: spec P ic Disease of 
Director, City Hospitals, % City Memorial Hospital, year levels; 4 year surgery; Ist, 2nd, 3rd year levels; Comparative Aspects - ae M M.D 
Winston-Salem, North Carolina. D 8 year obstetrics gynecology; senior resident 4 year | the Newborn. By G. Fulton Roberts, } A. M.D. 

pathology ; chenatve™ stipend $3,600 per year plus ex- | Cloth. $3; 17s. 6d. Pp. 199. [Grune & Stratton, 

APPROVED THORACIC SURGICAL RESIDENCY tras; comprehensive educational program; 15 rotating Willi 
program at Medical College of Georgia. Medics al Center; internships available; $2,400 per vear plus extras; grad- | Inc., 381 Fourth Ave., New York 16]; William 
openings at first and second year positions, beginning uates of A. M. A. anproved school. Apply: Director of | Heinemann, Medical Books, Ltd., 99 Great Russell 
July 1, 1958 at salaries $5,000 and $7,000; graduates of Medical Education, St. Elizabeth Hospital, Youngs- | §t., London, W. C. 1, England, 1957. 
approved schools preferred. Apply: Robert G. Ellison, town 4, Ohio. D 
MD, Chief, Division Thoracie Surgery, Medical College 
of Georgia, Augusta, Georgia. D (Continued on page 122) (Continued on page 122) 
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hits the disease but spares the patient 


Upjohn 


The Upjohn Company 
Kalamazoo, Michigan 


*Trademark for methylprednisolone, Upjohn 
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the Modern Technique 


Sterile Disposable Syringe 


ASSURES 


MAXIMUM PATIENT COMFORT. 


ELIMINATES 


“NEEDLE TATTOO” 


by guaranteeing 


INFORMATIVE BOOKLET 


for Hypodermic Injections 


USE ONCE 
‘ AND DISCARD 


CROSS INFECTIONS 


from contaminated 
syringes and needles 


sent on request without charge. 


Admiral Corporation 
HOSPITAL SERVICE DIVISION « P.O. BOX 338 * WEST CHICAGO, ILLINOIS 


30m 


Lit 
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(Continued from page 120) 


APPROVED PSYCHIATRIC RESIDENCY—500 BED 
hospital+ in Chicago Medical Center; Dean's Com 
mittee supervised didactic-clinic: al program on 95 bed 
Psychiatry and Neurology Service; affiliated with Uni- 
versity of Illinois, Loyola Univesity, Chicago Medical 
School, Institute Juvenile Resez bh; - County Psycho- 
pathic Hospital and large Outpatient Clinic. Write: 
Manager, Veterans Administration West Side Hospital, 
820 So. Damen Ave., Chicago 12, Illinois. D 


PSYCHIATRIC RESIDENCY VACANCIES; APPROVED 
three year residency in conjunction with Northwestern 
University Medical School; extensive training program 
in clinical psychology, vocational counseling, social 
service, and related flelds; salary ranges from $2,840 to 


$3,550; and for career residents $5,915 to $10,065; 
hourly commuting distance Chicago; citizenship re- 
quired. Write: Manager, Veterans Administration Hos- 
pital, Downey, North Chicago, Illinois. D 


NEUROLOGY RESIDENCY—TWO YEAR BOARD AP- 
proved training program in a 712 bed GM&S hospital 
located in the San Francisco Bay area; affiliation with 
other teaching hospitals and two medical schools; salary 
$2,840 and $3,550 P/A with annual increases; career 
residencies from $6,000 to $9,000 P/A depending on 
qualifications. For further information write: Director, 
Professional Services, Veterans Administration Hospital, 
Oakland, California dD 


PATHOLOGY—4 YEAR APPROVED RESIDENCIES IN 
pathologic anatomy and clinical pathology; approxi- 
mately 12,000 surgicals, 600 autopsies and 600 frozen 
sections performed per year; staff includes 4 patholo- 


| litis. By W. Edgren and S. Vainio. Ann. chir. et 
gynaec. Fenniae, vol. 46, supp. 71. Paper. Pp. 32, 
with illustrations. Kalevankatu 11, Helsinki, Fin- 
land, 1957. 


| chir. et 


| Helsinki, 


| counter with Polio. 


gists, Ph.D., biochemist, Ph.D.; bacteriologist and | 
part-time neuropathologist and hematologist Address | 
communications te: Dr. Herbert Fanger, Rhode Island 
Hospital*+, Providence 2, Rhode Island. D 
AVAILABLE JULY 1, 1958—TWO APPROVED ONE 
year medical residencies; for graduates of approved 
Medical Schools; 200 bed hospital located in upper 
midwest college community; serving trade area of 


group closely ¢ 
housing for family 
Fargo Clinic, Box 

D 


200,000; 30 man medical specialty 
ated; stipend $300 monthly plus 
Apply: C. Warner Litten, Manager, 
1388, Fargo, North Dakota. 


MEDICAL RESIDENCY — APPROVED THREE YEAR 


training program with wide clinical experience; 400 
bed municipal charity hospital; active teaching pro- 
gram; stipend $200 and full maintenance or $250 if 


married and maintaining home outside; progressive an- 
nual salary increases; citizenship required. Apply: B. I. 
Burns, MD, Commissioner of Hospitals, Kansas City 
General Hospital No. 1, Kansas City, Missouri. D 


AVAILABLE IMMEDIATELY — APPROVED RESI- 
dency for Board Certification in pathological anatomy 
and clinical pathology at a university hospital*+ and 
medical school. Send replies to: Box 5488 D, % AMA. 


(Continued on next page) 
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(Books Received Continued) 


Clinical Experiences with Serpasil Treatment in 
a Mental Hospital. By E. Andersen, et al. Acta 
psychiat. et neurol. scandinav., vol. 32, supp. 117. 
Paper, Pp. 82, with illustrations. Ejnar Munks- 
gaard, Nerregade 6, Copenhagen K, Denmark, 
1957. 


Adventures in Medical Education: A Personal 
Narrative of the Great Advance in American Med- 
icine. By G. Canby Robinson, M.D., L.L.D., Se.D. 
Cloth, $5. Pp. 338, with illustrations. Published 
for the Commonwealth Fund by Harvard Univer- 
sity Press, Cambridge 38, Mass., 1957. 


On the Utility of Medical History. Iago Gald- 
ston, M.D., editor. Monograph I, Institute on Social ‘ 
and Historical Medicine, New York Academy of 
Medicine. Cloth. $2. Pp. 73. International Uni- 
versities Press, Inc., 227 W. 13th St., New York 
11, 1957. 


Les cahiers de VH6tel-Dieu de Québec. 
Chroniques médico-hospitaliéres. Onziéme année 
MCMLVI. Paper. Pp. 278, with illustrations. 
L’Hotel-Dieu de Québec, 11 Cote du Palais 4, 
Quebec, Canada, 1956. 


My Arabian Days and Nights. By Eleanor T. 


Calverley, M.D. [A medical missionary in old 
Kuwait.] Boards. $2.95. Pp. 182. Thomas Y, 
Crowell Company, 432 Fourth Ave., New York 


16, 1958. 


Hospital Accreditation References. [Collabo- 
rative effort between Joint Commission on Ac- 
creditation of Hospitals and American Hospital 


136. American Hospital 
Chicago 10, 1957. 


Association.] Paper. Pp. 
Association, 18 E. Division St., 


Brennemann’s Practice of Pediatrics. Revised 
pages for volumes I, H, III, IV, and supplementary 
index. Paper, loose-leaf. Various pagination. W. F. 
Prior Company, Inc., P. O. Box 250, Hagerstown, 
Md., 1957, 


Differential Diagnosis in Tuberculous Spondy- 


Lung Cysts: A Clinical Study of 34 Cases. By 
Pekka Tala. Translated by Elvi Kaukokallio. Ann. 
gynaec. Fenniae, vol. 26, supp. 70. Paper. 
with 51 illustrations. Kalevankatu 11, 
Finland, 1957. 


Pp. 128. 


semeiotica medica. Volume I. Di 
F. Lenzi e A. Caniggia. Cloth. 7000 Lire. Pp. 593, 
with 296 illustrations. Edizioni Minerva medica, 
Corso Bramante 83 (Casella postale 491), Turin 
314, Italy, 1957. 


Manuale di 


The Long Road Back: The Story of My En- 
By Edward Le Comte. Cloth. 
The Beacon Press, 25 Beacon St., 


175. 
1957. 


$3.95. Pp. 
Boston 8, 


For Mother and Dad. [How to prepare parents 
for child’s hospital experience.] Paper. Pp. 16, with 
illustrations. Children’s Hospital, S. 17th St. and 
Livingston Park, Columbus 5, Ohio, [1957]. 


The Time Dede Went to the Hospital. Paper. 
Pp. 31, with illustrations. Children’s Hospital, 
S. 17th St. and Livingston Park, Columbus 5, Ohio, 
1957. 


A Time and Motion Study and Other Poems. By 
Roger Merritt Morrell, M.D. Foreword by Mabel 
Pyland Cooper, Cloth. $2.50. Pp. 45. Exposition 
Press, 386 Fourth Ave., New York 16, 1958. 


Giving USA: A Compilation of Facts Related to 
American Philanthropy. Paper. Pp. 47. American 
Association of Fund-Raising Counsel, Inc., 500 
Fifth Ave., New York 36, 1958. 


The Neuroses and Their Treatment. Edited by 
Edward Podolsky, M.D., F.A.P.A., F.A.P.M. Cloth. 
$10. Pp. 555. Philosophical Library, Inc., 15 E. 
40th St., New York 16, 1957. 


Physical Methods in Physiology. By W. T. 
Catton, M.Sc. Cloth. $10. Pp. 375, with 167 illus- 
trations. Philosophical Library, Inc., 15 E. 40th St., 
New York 16, 1957. 
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APPROVED RESIDENCY TRAINING—OBSTETRICS- 
ynecology; pediatrics; medicine at Bernalillo County- 
fiaian Hospital*, Albuquerque, New Mexico, beginning 
July 1, 1958; stipends first year $4,200; third year 
$4,600; hospital is approved for 12 rotating internships; 
applicants should be graduates of medical schools ap- 
proved by the AMA. For further information, write: 
Murray A. Hintz, Administrator. D 


ROTATING; 400 
community 0 


ACCREDITED 
ffering pleasant living 
rancisco Bay area; 


RESIDENCY BED 
county hospital in 
within 2 hour drive of San 
teaching staff includes 37 Board o Board Eligible 
physicians; adequate stipend; 2 positions now avail- 
ade litional July 1, 1958. Contact: Medical Direc- 
anisiaus County Hospital, Scenic Drive, 
California D 


APPROVED RESIDENCIES—IN MEDICINE, PSYCHI- 
atry, pulmonary diseases, neurology and pathology; 
available July |, 1958: 684 bed county hospital + near 
New York City; exceptional educational opportunity; 
only applicants who have completed one year approved 
internships will be considered; | $200 monthly 
plus complete maintenance; Apply 
Bergen Pines County Hospital, aramus, it) 


able ; 


RESIDENCIES ACTIVE 300 


bed general hospital* + 


INTERNAL MEDICINE; 
approved 


gram; full time Board specialists teaching; salaries 
15 to $415; depending apo m year train 

status; eligible ¢ rnia_ licensure 

of Edueation ise Foundation 


Ka ser 
250 Ww MacArthur Blvd., Oakland 11, 


AVAIL- 


HOUSE OFFICER INTE RN AL MEDIC INE 
able July 1, 1958; i 
IIness filiated 
f Medicine 
dent and 
from to $500 per month, and full maintenance 
Wri »: Mr. M. P. Packwood, Superintendent, Drake 
Memorial Hospital, Cincinnati 16, Ohio D 
ORTHOPEDL RESIDENCY FULLY ArT’ 


Administration 


Veterans 


Hospital, New Orleans, Louisiana 


ministration 


thle 1958; and January 1 ( dren's 
n university medical toard ap 
autopsies last year; upon 

beginning at $200 a neal 

irnished. Apply: Ge an, MD 


Children’s Hospital 


athologist, 


sylvania 


ANESTHESIOLOGY ATIONS 
te 


RE SIDE NCIES 
being 5 


APPEAC 


1 hive t 
Memorial 


States u 
MD 
Jackson spital* 


RESIDENCIES—? VACANCIES; 600 BED 
university affiliated; 4 year ap- 
anatomical pathology 
ymate pathologists and 
"$3,400; room, board and duty 
Memorial St. Joseph Hospital, 

D 


PATHOLOGY 
hospital* + 
and 


teaching 
proval clinic 
degree; three 
ants; salary 
laundry Creighton 
Omaha, Nebraska 


RESIDENCIES AVAILABLE—-INTERNAL MEDICINE; 
three year Board approval; affiliated with Johns Hop- 
kins and University of Maryland medical schools; 
radioisotope and research laboratories; citizenship re- 
quired. Contact: Director, Professional Services, Vet- 
erans Administration Hospital, Fort Howard, —_. 
land. 


GENERAL SURGICAL RESIDENCY FOUR YEAR 
approved program first year level; through 
ies; research opportunities; private hospita 
with pub bl ec teaching institution; very 
citizenship; ne salary 
mai ntenance ; July Ist, 19 Box 553 


APPROVED 
hospital+* in San Francisco; three 
outpatient department and clinic 
5 per month first year; plus main- 
Educational Committee, St. Luke's 
Valencia Street, San Francisco, oa 
) 


RESIDENCY IN INTERNAL MEDICINE 


250 bed general 


large 


tenance 
Hospital, 
ifornia 


1580 


Y RESIDENCIES — APPROVED 2 
‘ te “achi ng program with unusually wide clin- | 
: Opportunities for clinical, teaching and 


z appointments in hospital*+ and medical col- 
lege after completion of training. Write: C. M. Land- 
messer, MD, Director of Anesthesiology, Albany Medi- 
cal Center, Albany, New York D 


RADIOLOGY RESIDENCY SECOND OR THIRD 


year level; starting July 1, 1958 in medical college hos 
pitals; second year stipend, $4,000; third year $5,000; 
program has three year approval; indicate training in 
diagnosis, therapy and pathology. Apply: R. Wight, 


Department of Radiology, 
Augusta, Georgia 


INTERNSHIPS—ONE YEAR 
Internship July 1. 1958: 684 bed county hospital* + 
near New York City: exceptional educational opportu- 
nity; only applicants of approved medical schools will be 
considered; stipend $100 monthly plus complete main- 
tenance. Apply: Bergen Pines County Hospital, Para- 
mus, New Jersey. D 


PHYSICAL MEDICINE AND REHABILITATION RESI- 


MD, Chairman, 
College of Georgia 


APPROVED ROTATING 


Medical 
D 


dency—300 bed general hospital, three year approved 
program; Baylor University College Medicine affiliation: 
regular residency $2,840 to $3,550; career residency 


Director of Professional 
Hospital, Houston, 
D 


$5,915 to $8,990. M. J. Musser, 
Services, Veterans Administration 
Texas. 


SURGICAL RESIDENCY JULY 1, 1958; APPROVED 

221 bed municipal hospital* + ; training in preparation 
for residencies in surgical specialties: 3 
week plus maintenar 
ried residents. Contact: ” Director of 
McCook Memorial Hospital, Hartford, 


mar- 
Education, 
Connecticut ) 


WANTED 
bed 
munity of 
fully 


Obispo General 


PATHOLOGY 


ROTATING 


tember first. Apply 


GE NERAL 


er: Box 5526 D, 


PRACTICE RESIDENT 
located in beautiful coastal com 
65,000; year round recreational activities; 
accredited; salary $600 per month; to begin July 
1958; must be U.S. citizen. Write to: San Luis 
Hospital, San Luis Obispo, California 

dD 


GENERAL 
hospital 


general 


RESIDENCIES AND HEMATOLOGY 


fellowships in Baylor t tals* +; Dallas 
Texas; approved 4 years PA and CP under 5 certified 
pathologists and several Ph.D.'s; opportunity for re 
Search and advanced degrees; 15,115 surgicals; 320 
autopsies; $2,140 to $3,900 plus. Write: Dr. J. M. Hill 
for brochure D 


APPROVED 250 


Francisco, with 


INTERNGHIP 
i 


active 


BED 

hospita 


Division of Anesthesiology, 
Washington, Seattle 


Medicine, sity of 


Univer 


graduates 


of approved 
MA 


; | 148 ae 


| 
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GENERAL SURGERY 


GENERAL 


RESIDENCY 
| 


123 


SURGERY; 


pathology; 


OVED RESIDENCLES IN GENERAL 
internal medicine; orthopedics, psychiatry 
affiliated with University of Louisville Hospitals: va- 
cancies 7-1-58. Apply: Director, Professional Services, 
Administration Hospital, Louisville, Ken- 

D 


RESIDENCY—FIRST AND SEC- 


ond year positions available July Ist; fully approved 
313 bed modern hospital*+. Integrated teaching pro- 
gram; Stipend $200-$250 month; full maintenance 
Write Administrator, St. Vincent’s Hospital, Eric 


Pennsylvania D 
PRACTICE RESIDENCY FULLY AP- 
proved 2 year program; choice of program in second 
year; outpatient service; 215 bed hospital*+; « 


general n San t 
teaching service, ‘siti nd $300 monthly and muinte- teaching staff; appointments now being made for 
nance; applicants must be eligible for California li- Ist Apply: Chairman Intern Committee, St. Luke's 
cense ntact: Education Committee, St. Luke's Hos- | Hospital, St. Paul, Minnesota D 
pital, 1580 Valencia Street, San Francisco, California. RESIDENCIES—PSYCHIATRY; 1300 BED GENERAL 
D 1ospital; three year approved program: affiliated Bay- 
ANESTHESIOLOGY VERSATILE THREE YEAR lor University College of Medicine; well 1 mnie : clin- 
niversity tesidency with broad clinical experience; ical and se ‘minar preeram; annual stipend re 
seminars, basic study, and research training 840 to $3,550, career, $5,915 to $8,900. Write » r, 
nity; appointments available April first, July Veterans ‘Administration Hospital, Houston, Texas. D 


RESIDENCY IN IN 
internships. Reply: Su 


AND 
medic 


ASSISTANT 


ternal also rotating 


SURGERY RESIDENCY—4 YEAR BOARD perintendent, Gouverneur Hospital+, 621 ater Street, 
approval; 500 bed Ohio hospital*+; rapidly enlarging New York 2, New York, Oregon 3-0200 » 
. schools only. An 


(Continued on next page) 


ONSISTENT 


| MEANINGFUL 


| 


A 


The ever-increasing 
arterial pressure emphasizes today’s 
need for a meaningful degree of ac- 
curacy in its measurement. 


CCURAGY 


interest in intra- 


The use of a true mercury-gravity in- 
strument assures you of consistent, 
dependable bloodpressure readings. 


= 
| 
| 
insure pediatric, traumatic and other special phases of i ; a | : 
H+ 
n- i i | 
HH 98-198 98 98 98 
cine at +, Miami 36, j 
He. 
- | imanomoter 
| 


A BALANCED AND MANAGED INVESTMENT FUND 


This mutual investment company is designed 
to provide in ONE security a BALANCED 
INVESTMENT PROGRAM through diver- 
sified holdings of common stocks (selected for 
possible growth of principal and income); and 
preferred stocks and bonds (chosen for income 


and characteristics of stability). 


Get the facts 


on BOSTON FUND, now. Ask your invest- 
ment dealer for a prospectus, or write: 


BOSTON 9, MASS. 


NEW YORK CHICAGO 


VANCE, SANDERS & COMPANY 
111 DEVONSHIRE STREET 


LOS ANGELES 


SURGICAL RESIDENCY 


ORTHOPEDIC 
1958 


J.A.M.A., March 8, 1958 
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APPROVED 250 BED GEN- 
eral hospital*+ in San Francisco; three year approval 
large outpatient department and clinic service; stipend 
$325 per month first year plus maintenance. Contact: 
Educational Committee, St. Luke’s Hospital, 1580 
Valencia Street, San Francisco, California. D 


NON-APPROVED RESIDENCY AVAILABLE IN MED- 
icine, Surgery and Obstetrics; 110 bed general hospital; 
fully approved JACH; $300 per month plus full mainte 
nance; exchange visitors do not apply. Write: Admin 
istrator, Belmont Community Hospital, 4058 W. Mel- 
rose Street, Chicago 41, Illinois. D 


RADIOLOGY RESIDENCY APPROVED THREE 
years complete program including radioisotopes and 
cobalt teletherapy, cardiovascular unit affiliation; three 
certified radiologists. Apply: A. Melamed, MD, Director, 
Deaconess Hospital*+, 620 North 19th, Milwaukee, 
Wisconsin. D 


PATHOLOGY RESIDENCIES--ONE IMMEDIATE: ONE 
July ist; 600 bed general hospital*+; approved for 4 . 
year program; modern well equipped laboratory; an 


unusual opportunity to combine research and pathology 
training. Apply: E. M. Knights, Jr.. MD., Director of 
Pathology, Hurley Hospital, Flint, Michigan. D 


NEUROLOGICAL FELLOWSHIP AVAILABLE NOW; 
stipend $3,800 per year plus additional stipends for a 
dependents. Apply to: Harold A. Ladwig, MD, De 
partment of Neurology and Psychiatry, Creighton Uni- 
versity School of Medicine*+, Omaha, Nebraska D 


APPROVED GENERAL PRACTICE RESIDENCIES 
Openings; four first year residents, two second year 
residents; start April or July and $300 monthly; 
full maintenance. Apply Medie al Director, Macon 
Hospital* +, Macon, Georgia D 


RESIDENCY AVAILABLE JULY 1, 
; Board approved three year program; 500 bed 

Ohio hospital; 25-35% surgical procedures orthopedic; 

Graduates of approved schools only. Box 5486 D, 
AMA 


SENIOR RESIDENT —IN YEAR APPROVED PRO- 
gram; adequate number service patients for operative 
experience; also vacancy for first year resident in same 
program. City Memorial Hospital, Winston-Salem, 
North Carolina D 


AVAILABLE IM 


GENERAL ROTATING RESIDENCY 
mediately 116 bed 20 bassinet general hospital, ap- 
proved by Joint Commission on Ac litation of Hos 
pital; salary $400 month. Apply: St. Francis Hospital, 
Wilmington, Delaware. D 


2ND SAR INTERNAL MEDICINE RESIDENCY 
available year Board approval; 500 bed Ohio hos 
pital*+; ragidly enlarging community; graduates of 
approved schools only; $250-$400 per month stipend. 
Box 5539 D, % MA 


38RD Y 


AL PRACTICE; JULY 1, 1958: 
bed JCAH accredited Frags hospital: residential 

.. A of Detroit. Apply: Administrator, Cottage Hos- 
pital, 159 Kercheval Avenue, Grosse Pointe Farms, 
Michigan. 


RESIDENTS IN RADIOLOGY—BOARD APPROVED 
program; positions available in current year and for 
July 1, 1958. For full particulars write: Department of 
Medical and Surgical Care, Charity Hospital*+, New 
Orleans, Louisiana. D 


THREE YEAR APPROVED RESIDENCY IN OBSTET- 
rics and gynecology; vacancy for first year resident 
pata July 1, 1958; 518 bed general hospital* +. 
Apel y: The Toledo Hospital, 

io. 


APPROVED GENERAL SURGERY RESIDENCY 
Vacancies Ist and 2nd years; graduates of approved 
schools only. Director of Medical Education, Highland 
Park General Hospital*+, Highland Park 3, Michi 
gan. D 


RADIOLOGY RESIDENCY—APPROVED THREE YEAR 
program; full time radiologists; beautiful quarters, 
stipend, etc; vacancy, July. Apply: A. Geffen, MD, 
Radiology Department. Beth Israel Hospital 10 "Nathan 

Periman Place, New York 3, New 1) 


PATHOLOGY FELLOWSHIP—FOR RESIDENT WITH 
two or more years of pathology training; stipend $3,600 
per year plus room and board. Apply: F. L. Apperly, 
MD, Department of Pathology, Medical College of 
Virginia*+, Richmond, Virginia D 


PATHOLOGY RESIDENCY—AVAILABLE IN 500 BED 
Ohio hospital*+; four year Board approved training 
program; raoidly enlarging community. Box 5527 D, - 
Yo AMA. 


PARTNERS WANTED 


GENERALIST PARTNER; GOOD INCOME WITH 
free time three nights weekly and every other weekend; 
small town western Maryland; close to good hospitals 
and large cities; guaranteed salary for trial period ; no 
foreign graduates. Box 5591 F, % AMA. 


X-RAY, RADIUM PRACTICE; WANTS ASSOCIATE; 
option to buy now or later; practice established in 
central states capitol city; give details of your terms. 
Write: Box 5594 F, AMA 


LOCUM TENENS WANTED 


RADIOLOGIST—CERTIFIED OR BOARD QUALIFIED; 
June, July, August; Rock Mountain area; golfing and 
fishing; office and hospital practice; substantial fee; 
car a Write particulars first letter. Box 5615 G, 
% AMA. 


WANTED—PHYSICIAN FOR LOCUM TENENS IN AN 
— office. 200 Republic Building, rn, 
Ohio. 


LOCUM TENENS WORK WANTED 


OPHTHALMOLOGIST—AGE 31; UNIVERSITY TRAIN- 
ed; Board Eligible; wishes locum tenens position or 
positions in Indiana or Illinois until July Ist. Box 
5584 H, % AMA. 


(Continued on page 126) 
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This Wormy woe 


Eliminate 


PINWORMS 
ROUNDWORMS 


| ® 
brand 


PIPERAZINE 


‘ANTEPAR’ SYRUP 


~Piperazine Citrate, 100 mg. per cc. 


‘ANTEPAR’ TABLETS 


—Piperazine Citrate, 250 or 500 mg., scored 


‘ANTEPAR’ WAFERS 


Piperazine Phosphate, 500 mg. 


Literature available on request 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 


Woodward Medical Bureau, 
cago. 


(Continued from page 124) 
SITUATIONS WANTED 


MARRIED DOCTOR TEAM LICENSED IN AND SEEK- 


SURGEON: FIVE YEARS SURGICAL TRAINING 
cluding 27 months mixed thoracic surgery, 
hospitals; D.Sc. (Surgery); Diplomate; 
surgery Army hospital (Japan); 18 months, 
surgical practice; area overcrowded, limiting 
sional and financial scope; seeks group or 
preferably West coast or West; early 30's 
Medical Bureau, 185 N. Wabash, Chicago 1. 


NEUROSURG EON: 
one year, § 
mendations: 
asset to medicine ; 
Woodward Medical Bureau, 


2 years, 


COMPLETIN 
three years, neurosurgery; 


‘capable, well-trained, very 
no locality preference; early 
185 N. Wabash, 


GENERAL PRACTITIONER—ILLINOIS 
year residency internal medicine; 30; family; 
ful practice two years; change locality; 
consin, Michigan, northern Illinois, Indiana; 


Box 5595 I, % AMA. 


available soon 


185 North Wabash, desires to relocate; 


Chi- rri 
I % AMA 


unive 
Chief, 
private 

profes 
association, 
Woodward 
I 


Chicago 1 
I 


IN- 
rsity 


RESIDENCIES; 
3 university 
; references unite in outstanding com- 
reliable 


GRADUATE; 
success 
southern Wis- 
partner 
ship or buy out practice; military obligations fulfilled 


DESIRE GROUP OR PRIVATE PRACTICE; DIPLO- 


ing appointments, Washington State, (same city-asso- mate American Board of Surgery; completing trainin 

ciate, hospital, assistant, group clinic); Wife, 36, radi- ie thoracic ane ag including cardiac surgery; ralees 

ologist, certified both branches. Husband, 36, residen- br ; married; further 

es 1 year, surgery, 4 years, Obstetrics-gynecology; 1 information available upon request. Box 5359 I, % 
ar, psychiatry; 2 years, Obstetrician-gynecologist, 

feats qualified OB- 3¥YN; USAF hospital; both will 

teach part time; delightful couple; excellent references. es IST—CERTIFIED R AND ISOTOPES; AGE 


Box 


J.A.M.A., March 8, 1958 


DESIRED 


RESIDENCY OBSTETRICS-GY NECOL 


ogy; unmarried veteran; first year surgical residency: 
first year ob-gyn, licensed; excellent references ; anxious 
to complete training in approved program in minimum 


immediately on good offer Sox 5589 I, 


time; available 
% AMA. 


YOUNG SURGEON; TRAINING CONSISTS OF YEAR'S 
residency in pathology, four years’ general surgery: 
plans to take Boards in March Medical Bureau, 
surneice Larson, Director, 900 North Michigan, Chi 
cago. 

GENERAL SURGEON—CANADIAN; DIP LOMATE OF 
American Board; university trained; age 31 years 
experience; interested in group, or associat mn with 
older surgeon; prefer California or Washington. Apply 
tox 5608 I, % AMA 

ANESTHESIOLOGIST — BOARD CERTIFIED: 12 


last 5 years Chief of approved depart- 
prefer organize or head 
best recommenda- 


years experience; 

ment in large general hospital: 

department; teaching experience; 
AMA. 


tions. Box 5599 I, % . 
SURGEON BOARD CERTIFIED; 33; UNIVERSITY 

trained with teaching and broad nical expe 

married; no military obligations; desires group p 


references 


associs ation with established surgeon, 
A 


32 YEARS OLD; DE 

in Texas; graduate o 
rotating internship; for 
combination of indus 
5613 1, % AMA 


GENERAL PRACTITIONER 
sires industrial work: preferably 
Texas Medical School; 1 year 
past 2% years has been doing 
trial and private practice Sox 


P R. ACTI 
reign 


medi 


EXPERIENCED GENERAL 
with family interested in overseas or 
with opportunity for tropical 
AMA 


AVAILABLE 
tioner; 37 


position pre 
cine. 5 I 


Box 5 
OBSTETRICIAN-GYNECOLOGIST—32; BOARD ELI- 
gible; university trained; practice experience; desire 
Sppnine: excellent training, references; consider any 
location various licensure. Box 5597 1, % AMA. 


INTERNIST—30; BOARD ELIGIBLE; CHIEF MEDI 
cal resident; eastern university hospital; ir 
associating with group or clinic; in C: o 
Ist; military obligation fulfilled. Box 5611 I, 


OPHTHALMOLOGIST —AGE 32; COMPLETING THREE 
years university training in June; military obligations 
I 


completed; solo, association or clinic. Box 5602 
% AMA. 

UNIVERSITY CAT : MD., D., 
Eligible both clinica an atomy: 
42; like hospital “position. 


married, 
Box 5590 |, % 


GENERAL PRACTITIONER WITH TRAINING 
ternal medicine desires position in clinic or 
either Phoenix or Tucson, Arizona. Please 
Box 5582 I, % AMA 


AMA. 


IN IN 


group in 
reply 


to 


LANGUAGE 
Box 5 


MEDICAL DOCTOR—ITALIAN; 
job U. 8S. A. abroard, hospital or company. 
LA. 


BOARD CERTIFIED GENERAL eon BOARD 


qualified thoracic surgeon; 6% years residency; 22; 
married; military service cmmpiaeat licensed in Cali 
1958. Box 


fornia, Minn -sota and Ohio; available July, 
5284 I, % AMA. 


SURGEON — PART | BOARDS: EXCELLENT GEN- 
eral and traumatic surgical training; private practice 
experience; completed specialty training cancer sur- 
ory; desires. association with surgeon, group or clinic. 

x 5540 1, % AMA 


PEDIATRICIAN — CERTIFIED; DOCTORATE 
medical bacteriolog university and private practice 
experience; desires association with group or research 
in pediatrics; West Coast; California license; army 
separation soon. Box 5566 I, % AMA 


BOARD CERTIFIED; DNB; 


ANESTHE SIOLOGIST 
FA 


CA; forty; married; family; prefers partnership or 
head department ; lower New York state; Long Island, 
Connecticut; or northern New Jersey. Box 5569 I, 


AMA 


SPECIALISTS TO 
; physicians for pri 
industry, public 
Shay Medical 


AVAILABLE—AMERICAN BOARD 
head departments, join groups, etc 
vate practice, assistants or associates, 
health. Please write tor recommendations 

Agency, 55 E. Washington, Chicago. 


THORACIC SURGEON—FIVE YEARS STAFF PROM- 
inent thoracic clinic; primarily cardio vascular surgery: 
Eligible general and thoracic Boards; interested clini 
cal work but research and ancillary services essential 
Box 5471 |, % AMA 


INTERNIST CERTIFIED; UNIVERSITY 
trained ; currently on faculty of medical se hool ; 
experience in private practice and industrial "ine; 
desires association with gg clinic; military service 
completed. Box 4858 1, % AMA 


33: 


WELL TRAINED THORACIC SURGEON AVAILABLE 
January ist; three years’ training; generat surge 
two years’ training, thoracic surgery, teaching hospita 
Medical Bureau, Burneice Larson, Director, 900 North 
Michigan Avenue, Chicago. I 


WANTED—-4ATH YEAR SURGICAL RESIDENCY POS! 
tion; from July 1958; in approved program; excellent 
references, 3 years approved surgical residency; mar 
ried; group priority IV. Box 5535 1, % MA 


RADIOLOGIST — CERTIFIED; ASSOCIATE WITH 


group; private practice; 500 bed hospital; two outlying 
hospitals; training in state qualifica- 
tions first letter. Box 5512 1, AMA. 


GENERAL SURGEON—AGE 34; MARRIED; FAMILY; 
veteran; just completed surgery residenc four years 
general practice before this; ae Board Eligible; 
prefer smaller town. Box 5500 1, % MA 


GENERAL SURGEON—37; CERTIFIED; FACS; JOHNS 
ane: 7 year university residency ; ‘five years prac- 
tice ny location, solo, or group. Box 

5549 c So AMA. 
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Pipe ks We have many who would interest you. Write us. 
THE NEW YORK MEDICAL EXCHANGE 
Fifth Avenue (Opposite Public Library) 
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ANESTHETIST AMERICAN GRADUATE MASSA 
ch tts license; F part time work, nights, weekends 
n or near Boston. Box 5541 | AMA 

SURGEON—BOARD CERTIFIED; 36; SINGLE; DE 
sires location or association with group or individual 
Box 5554 1, AMA 

UROLOGIST AGE 44; CERTIFIED; COMPETENT 
mature; desires p ate practice ins ation; Warm 

mate, substantial income. Box 5562 I AMA 


TRAINED; 
consider 
AMA 


BOARD 


RADIOLOGIST 
t any 


Eligible; certification 


location or 


UNIVERSITY 
t pending; age 
Box 55 


proposition 


PROFESSIONAL AND TECHNICAL AIDES 


EMPLOYER PAYS FEE—THESE POSITIONS! 


WANTED—MEDICAL TECHNOLOGISTS: (a) CHIEFS: 
ASCP only; by 2 
MW. (b) 2 or more staff; 500-bd vol gen hsp, 
apprv'd; $3900, $10 mo for each yr exp; Pac NW 
Staff: gen hsp 200 bds; $4200 or more: NYC 
(d) Sm gen hsp; $4800, part mtce, yriy bonus 
(e) Staff, reg’d; apprv'd vol gen hsp 300 bds; to $5000; 

7 4 coll city 75,000; MW. (f) Female qual supv 2-3 empl, 

orp 6 internists; resort, univ twn 50,000; SW 

Regd Calif, elig; active lab, 35-bd gen hops 

soon; to $4200, ca'l: twn nr coast. (h) Ass’t Chief, 

total of 4 in lab, hsp now empand’g to 200 bds; $3600 
up: resid twn 25,000; So. (i) CHIEF: reg’d, 3 yrs exp 
min; new tab to be incl in expan from 250 bds 
suburb, impor univ med ctr; MidE. (j) Staff; tl-man 
clin orp: Calif reg’d, elig req'd: resid area nr Los 
Angeles. Woodward Medical Bureau, Ann Woodward, 
Director, 185 N. Wabash, Chicago 


HISTOLOGY TECHNICIANS EXPERIENCED OR 

| train 4) ‘ alary wel Cont t 
J. W. Hen St. Frat Hospita Ridge Aver 
Evanston, Llinots L 


PRACTICES WANTED 
TO BUY A 
stat 0 


i n 
Washintgon. Box 5496 N 


PRACTICE 
‘ ad 


WOULD LIKE 
ne ft ‘ 


Kor 
AMA 


PRACTICES FOR SALE 


MEDICAL AND 
n in I 
n small cor inity f sale 


iliz 


ARKANSAS WONDERFUL 


SURGI 


particulars: Box 5518 I, AMA 
CALIFORNIA 


les ‘ f San 


ACTIVE; 


GENERAL PRACTICH 25 
lipped office; f area 
pen hospit terms t lit. Box 5596 FP AMA 
GENERAL 
ms to ta 

Ju 1, 1958; excellent 


FLORIDA—WANTED —-YOUNG 
th su ialif 


PRACTI 


UNOPPOSED GENER 


and offic sepa 


AL PRACTICI 
ntrances; i} 


AMA 


IOWA—FOR SALE; GENERAL PRACTICE GROSSI 
wtween $55,000 and $60,000 in metropolitan comumur 
tenes ellent 


NG 


turning 
tunity. Box 5578 PP AMA 
GENERAL PRACTICI 


well equipped 


MARYLAND 
shed 


estab 


FOR SALI 
years iplete 
ent; cross ts 
pital fa ties surgery stetrics; good ition 

‘ en rctitione best suited. 
ply: Box 5555 P AMA 
SUB 
6,000 


MICHIGAN GENERAL PRACTICI GROWING 
> arban communit by Detroit s over $ 


n both 6 and oT: t we 6 weeks in vacations 


ng K 


NEW 


JERSEY 
‘ 1 n 


h lipped 
An; atter 


ROUS GENERAL PRACTI 
chase with no 


Somerset Hills sce 
hospital. Reply; Box 5502 P 


NEW YORK BRONX HEAVILY 
Spanish speaking a ‘ lern, comp 
neludes x-ray 200 Milligrams; ai 

enta Box 56 


POPULATED 
ly equipped 


level; ten rooms; low AMA 

YORK 
ation 
value 


LONG ISLAND HOME 
$40,000 per yea 
equipment 

leaving state box 


NEW > OFFICE COM 
bi wssing will sell for re 
and 


NEW YORK LUSTATE 
population ; years 
17 room offic 


seaving to 


ADIRONDACKS 
established general practice for 
ale; 1 and residence combined; w in 
troduce; specialize. Write: 7 > 


% AMA 


THRIVING GENERAL PRAC 
urea; new, 250 d hospital few 

equipped office 1ide w 
fter June 10. Box 


Continued on next pase 


pathol supv sev sm hsp labs; to $5500; | 
fully | 


resid | 


Capacious* is 


the word for Castle’s 999 


You get 20° more usable sterilizing room in 


the new 999 than in any other portable autoclave 


New spacious chamber is 9” x 16”! 
Two large drawer-size trays (one 815” 
You 


load it with dressings, svringes, gloves, 


x 15”) are the biggest ever can 
packs, flasks, jars and large instru- 
ments — everything goes in with room 
to spare. Included is a special supply- 
holding rack for bulkier items. A handy 
extra is a 6-compartment bottle rack 
for terminal processing of milk formula. 

A Castle 999 gives vou everything 
vou'll ever need in an autoclave at a 


surprising 


ly l 


STYLE —New, 


dec orator 


pre 


streamline casing in 


soft colors—Jade Green, 


Coral or Silvertone. 


SIMPLICITY —Single control—for fill- 
ing, standby service and sterilizing— 


makes it a snap to run. 


SPEED — U Itra-fast! Double shell pro- 
vides standby steam reserve for day- 
without 


long sterilizing readiness . 


waiting. 


SAFETY — |! oolproof with safety door, 
fill, 


timer, safety valve 


Salety salety 
and cut-off 

See Castle 
today 


your 
dealer or 
write for full-color 


folder. 


LIGHTS & STERILIZERS 


WILMOT CASTLE COMPANY . 17221 East Henrietta Rd., Rochester, N.Y. 


MAKERS OF 
FINE COSMETICS 


Quality of Ingredients and Suitability of Selections 
are two factors underlying the preparation of Cos 
metics by Luzier. If you have any cosmetic prob- 
lems our sales organization will be happy to serve 
you. 


LUZIER’S, Inc. . Kansas City, Mo. 


TRADE MARK 


Recommend Thum—At All Drug Stores 


--- THE PALMS--- 
Competent Ethical Services For 
EXPECTANT MOTHERS 
OBSTETRICIAN ON DUTY 
Rates Re ma Te if Dex ed 


Some Work A 

WRITE OR PHONE 

6900 Van Nuys Biva Ste 2. Van Nuys, 
STATE 0.0266 


Calif. 


SAVE o 


PROFESSIONAL STATIONERY 
AND RECORD SUPPLIES 


WRITE FOR 
CATALOG 


LETTERHEADS 
ENVELOPES 
BILLHEADS 
STATEMENTS 
APPOINTMENT and 
PROFESSIONAL CARDS : 
Accurate, clean-cut 
work on highest quality materials 
Satisfaction guaranteed 
COLWELL PUBLISHING CO. 
236 UNIVERSITY AVE., CHAMPAIGN, ILLINOIS 


letterpress 
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oom home rate « 
pitals; population and surroundings a | } 
ng due to family illness; grossing ve $25.00 price 
$18,000 plus inventory on drugs: % cash; balance eC Zz on 
erms; ideal for two doctors n e would be more 
than doubled; will introduce. Box 5525 P, *There's room to spare! 
four bed inch type me within tw miles of 
office $12,000 to handl balance as desired; near 
y hospitals vin specialize; will introduce if neces- 
sary. Box 5495 % AMA 
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than 2, beautitu 
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stay; Specializing; ava | | 
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why I'm sure 

when | say 
“IT's 
STERILIZED!” 


My hospital depends heavily upon my 
sterilization techniques, but I shoulder 
the responsibility easily. So can you! 
All the answers you need are in this... 
FREE A.T.1, STERILIZATION KIT 
including the 
“Survey of Hospital Practices.’ 


Make this valuable, informative kit 

your standard reference. It reflects the 

latest thinking of leading doctors and 
medical authorities, and gives you: 

1. Step-by-step methods for all types 
of sterilization. 

2. Descriptions of modern sterilization 
indicators for every phase of your 
work. 

3. Actual samples of quality color-in- 
dicator sterilization aids: steriLine 
Bags, Steam-Clox, Nipple Caps, 
Sterilometers, the new steriLabels 
and steriLine Tubing, and many 
others. 


ASEPTIC-THERMO 
INDICATOR COMPANY 


Send for your FREE Kit now! 


Aseptic-Thermo Indicator Company 
11471 Vanowen Street Dep!. JAMA-3 
North Hollywood, California 


Please send me a FREE A.T.1. Sterilization Kit. 


Name 


Position 


Hospital 


Address 


City Zone State 


OHIO—AKRON; LUCRATIVE GENERAL PRACTICE 


OHIO COMPLETELY EQUIPPED THERAPEUTIC 


(Continued from preceding page) 


grossing $35,000 a year; excellent location; within 5 
minutes of all hospitals ; spacious, newly equipped of- 
flee; 5% rooms; beautiful 4 room apartment, recently 
furnished ; leaving to specialize; will introduce. Box 
5547 P, % AMA 


radiology office; two deep therapy machines; good con- 
dition; radium; calibration and monitoring instru- 
ments; good library; reprint files; general office equip- 
ment. Will ” — or complete office low cost. 
Box 5538 P, A. 


OHIO—FOR SALE; GENERAL PRACTICE; SUBURB 
of large north eastern Ohio city; modern six room 
office; fully equipped; gross $50-235,000. Write to: C. E 
Couch, MD, 9 South Cleveland Mogadore, Ohio Pr 


OHIO—FOR SALE; COMPLETELY EQUIPPED OF- 
fice; surgical records for past thirty years; equipment 
only for sale; large industrial city in northwest Ohio. | 


Box 5533 P, % AMA 


PENNSYLVANIA—GENERAL PRACTICE; GROWING } 
suburban area; vicinity five hospitals; fully equipped 
air conditioned office and apartment; four examining 
rooms including tiled minor surgery; grossed $25,000 
first year. J. N. Tori, MD, Concordville. Pr 


PENNSYLVANIA —COMPLETELY FURNISHED AIR- 
conditioned office; selling to liquidate estate of de- 
ceased doctor; Address inquiries to: Ida Friedman, 
Executrix, 1135 Levick Street, Philadelphia, Pa 4 


PENNSYLVANIA — LUCRATIVE GENERAL PRAC- 
tice; new and modern home and facilities ample for 

present owner arrangements 
to suit purchaser. Box 5509 P, 


TEXAS GENERAL PRACTITIONER WANTED TO 
take over thriving practice in county seat town in 
West Texas; reasonably priced equipment: receptionist 
will remain; residency occupant plans fox 5215 P, 
AMA 


WISCONSIN — OFFICE-HOME COMBINATION IN 
community of 750; gross $50,000; 5 room office; pros- 
perous dairying and farming territory; open staff hos- 


pital; nearest doctor 7 miles; rent; cost on easy terms. 
Box 5515 P, % AMA 


APPARATUS, ETC., FOR SALE 


LARGEST STOCK OF USED-RECONDITIONED AND 
surplus x-ray equipment in America; all makes and 
models of diagnostic and therapy units; delivered; in 


new deferred payment plan and new accessory price 
list: The Kramer X-Ray Company, Inc., formerly Med- 
ical Salvage Co., Inc., 217 E. 23rd Street, New York 
10, New York. 


PROFESSIONAL 
PRINTING COMPANY, INC. 
NEW HYDE PARK, N. Y 


~~ SALE—PROFEX 2409; USED X-RAY MACHINE; 
MA; 120 KV; 3 gallon veloping tank; 

} approximately 250 exposures on original tube; 
cellent condition; $500. Box 707, Waynesville, North 
Carolina, or phone Gl 6-3350. Q 


15-30 MA MOBILE X-RAY UNIT; ALL ACCESSO- 
ries; Bucky; screens, hangers, tanks; cost $1,800; in 
A-1 condition; $750. Box 5536 Q, % AMA. 


LARGE STOCK NEW, wae EQUIPMENT; INSTRU- 
ments; available for , sician, hespital, or laboratories. 
Harry Wells, 400 E. 59th St., New York 22. New York. Q 


FOR RENT 


SEVERAL OPENINGS LEFT FOR DOCTORS; ESPE- 
cially pediatrician in Colorado Springs newest and 
most beautiful medical building in fastest growing 
section of town; two minutes drive from new 300 bed 
hospital; will install $2,000 or free; partitioning etc. to 
suit; airconditioned; all on ground floor; Beautiful 
mountain, view ; 100° car parking lot, Address: Box 
5612 T, % AMA 


GENERAL PRACTICE WITH OBSTETRICS; LOVELY 
New England coastal town; modern home and office; 
hospital % mile: excellent office help; $28,000 gross: 
rent or sale; taking residency. Box 5610 T, % AMA. 


FOR RENT—CRANFORD, NEW JERSEY; NEW OF- 
fices in modern medical building; suburban community ; 
excellent opportunity for specialty or general practice. 
Call: Br 6-0090, 214 Walnut Avenue. T 


ATTRACTIVE CONVENIENT LOCATED OFFICE; 
ground floor; opposite post office; Maywood, Illinois; 
other MD's located in building; late afternoon, 
evening and weekends: Filmore ‘ T 


CALIFORNIA—ARCADIA AREA; ONE SUITE LEFT 
in modern medical building; other suites occupied by 
pediatrician, EENT and professional pharmacy; across 
street from busy clinic and emergency hospital; will 
cusenee terms to suit. Knoll-9678 E. Las Tunas, Temple 
City. 


ARCHITECTURALLY DESIGNED MEDICAL SUITES 
available—Individually airconditioned and heated; 
planted patios; many extra features; ample parking: 
Anaheim, California; population 91,000; MD’s, 43. 
Owner, L. A. Mannes, 9602 Orange Avenue, Anaheim. 


(Continued on page 130) 


Stalled, guaranteed and serviced. Write for details of 


J.A.M.A., March 8, 1958 


CREATED ESPECIALLY FOR YOU, 


the physician 


CUFF LINKS AND TIE CLIP 


Set $6.00 Plus Fed. Tax 


Professionally yours... this hand- 
some men's jewelry set features a 
small Caduceus on simulated 
Mother-of-Pearl. Makes a fine gift 
for any of your colleagues—or for 
yourself! Your jeweler has it or can 
get it for you quickly. 

anson, inc., 24 Baker St., Providence 5, R. |. 
In Canada: Anson Canada, Ltd., Toronto 


Please mention the Journal 


when writing advertisers. 


MAGNI- 
FOCUSER 


THE 3-D 
BINOCULAR | 
MAGNIFIER 


Be Sure— See More — See Better® 


You'll find the Magni-Focuser a great 
help in removing foreign bodies, making 
examinations and in scores of other ways 
—because it provides magnified, 3-D vi- 
sion. Its prismatic lenses of finest optical 
glass assure you needle-sharp accuracy, 
free from distortion and eye-strain. It 
eliminates glare and distraction. Allows 
free use of both hands. Can be worn with 
or without eye glasses. Weighs only 3 
oz. Three models—1% X, 2% X,2% Xat 
focal lengths of 14”, 10”, 8”, "reapectively. 
Price—$10.50. Order from your supply 
house or direct. Send for brochure. 


EDROY PRODUCTS CoO. 


East 46th Street York, N. Y. 
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Your own personally designed 
case history forms at just about 
stock form prices. 


You design your form in rough 
|| pencil sketch — we refine it to a 


finished product. 


Only we, the makers of famous 
“Histacount” products, have the 
know how and organization to 
render this service at such low 
prices. | 


You must be satisfied, or your 
money back —- no obligation. | | 


|| SEND SKETCH FOR QUOTATION OR, 
ASK FOR FREE WORK SHEETS AND | | 
INSTRUCTIONS — NO OBLIGATION. | | 
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Non-Group Enrollment 


New Modern Clinic for Health Insurance 


A Study of Administrative Approaches 


6 ROOMS of Blue Cross Plans 
By SOL LEVINE, ODIN W. ANDERSON, 


and GERALD GORDON. The purpose of 

Ideal for a this study conducted by the Health Infor- 
GENERAL PRACTITIONER | mation Foundation of New York City, is to 
provide information which will facilitate 

and encourage the extension of health insur- 
| ance coverage to the millions of individuals 
Access to new ¥ million dollar | who cannot obtain such protection on a 
hospital 10 miles distant. group basis. The statistical material is based 

on intensive case studies of Blue Cross 
Working arrangement can be plans, extensive mail questionnaires to ad- 
established with 3 doctor clinic. | ministrators and insurance commissioners, 
and on pertinent published data. $5.00 


. Each 


100 cc. contains 48 Gm. Sodium Biphosphate and 


16 Gm. Sodium Phosphate. 


d as an effective 


laxative in the treatment of long term constipation or 


ing agent prior to examination or surgery 


Completely equipped x-ray etc. 


is recognize 


Contact: Th 
rough your bookseller, or from 
SANBORN HOLDING CO. HARVARD UNIVERSITY PRESS 
Sanborn, Minnesota 79 Garden Street, Cambridge 38, Massachusetts 


FLEET ENEMA Disposable Unit® 
OIL RETENTION ENEMA 


Cc. B. FLEET CoO., INC., tynchburg, va. 


1 costive distress... and as an intestinal 
also makers of 


occasiona 


FOR THE DOCTOR’S LIBRARY 
Sectional Bookcase 


On Appreval—Direct from 
Factory at 40% Saving 


Buy direct to meet your 
immediate requirements 
and add sections as your 
library grows. We assume 
responsibility for match 
ing. 


REAL ESTATE FOR SALE 7 = Furnished in different de- 
woods and finishes 
4 by 250.0 
low brick; terra cotta trim; finished basement; large | : Dept. 3-358 
store; 8 room apartment; tile kitchen and bath; gas hot : ¢ 
water heat; monthly rent $350; many extras; ideal for 
doctors’ offices; 5419 Irving Park Road; $20,000 down; G. J. LUNDSTROM 
balance terms; will trade for modern 6 room home; : i MFG. CO. 
shown by appointment only. J. M. Michelsen, Long- amiga R Little Falls, N.Y 
beach 1-4124. x 2 


Phospho-Soda (Fleet) 


cleans 


* LABORATORY FOR SALE 


PAMPONO BEACH—OPPORTUNITY TO PURCHASE 
fully equipped progressive clinical laboratory in medi- 
cal building; fast growing town; excellent potential 
Box 5344 V, % AMA. 


Made for the better 
CHICAGO, ILLINOIS—MODERN 2 STORY YELLOW : homes and offices 

brick; 1 store, 1-4 and 1-6 room apartment; tile baths; since 1899 
excellent condition; hot 2 car rage; 
overhead doors; many extras; building vacant; $35,500; 
ideal for doctors’ offices; $5,000 down, 4541 Lincoln / 
Avenue, adjoining vacant 75x125 available at $16,500: | W//) j Ye 
terms. J. M. Michelsen, Longbeach 1-4124 x 


CREATE AN ESTATE WITH REAL ESTATE; INCOME 
bearing commercial or residential; a safe investment; 
we have available properties paying a good return on 
your cash investment; put your idle dollars to work 
Mr. Lewis, Baird & Warmer, 215 N. Dearborn Street, 
Chicago, Illinois, Whitehall 4-3594 


PUBLISHERS AND PRINTERS 
Many articles in 


CO UN'T. . Ask for free 


We reprint any article 
from TODAY’S HEALTH 
upon request (minimum 
order 500 copies on 


Yi 
RADIUM 
REPRINTS 
APPARATUS FOR SALE—RADIUM; REASONABLE Yi] 
priced; three 50 MGM tubes; one 50 MGM _ nasopha- 
ryngeal applicator; six 25 MGM tubes; platinum filtra- 
tion; possible to conver into low intensity needles. 
Details Box 5572 Z, % AMA. 


PATIENTS’ RECORDS AND FILES 


Prices and information 


m4, PROFESSIONAL PRINTING CO., INC from 
- NEW HYDE PARK, N. Y, | Bureau of Health 


Education 


MEDICAL WRITING American Medical 
Association 
PROFESSIONAL MEDICAL WRITING SERVICES — ere 
papers, theses, books, reviews, abstracts. Blue Pencil, Pe) N. De arborn St. 


Box 1516, Grand Central Station, New York 17, New Chicago 10 M) i MM 
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cystoscopy 


catheterization 


Xylocaine Jelly is an excellent topical anesthetic for 
rapid, sustained relief and relaxation during painful 
urethral procedures. Its nonstaining, water-soluble 
base adheres instantly and intimately to urinary 
mucosa. Nonirritating and well-tolerated; facilitates 


y, instrumentation by lubricating as it anesthetizes. 
ate Astra Pharmaceutical Products, inc., Worcester 6, Mass., U.S.A. 
for better doctor-patient relationship 


XYLOCAIN 
DJELLY astra 
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Allergic disorders 
Bronchial asthma 
Perennial rhinitis 
Drug allergies 


Arthritic disorders 


Rheumatoid arthritis 
Osteoarthritis 
Rheumatoid spondylitis 
Bursitis 


Dermatoses 


Psoriasis 

Nummular eczema 
Eczematoid dermatitis 
Dermatitis 
herpetiformis 
Exfoliative dermatitis 
Atopic dermatitis 
Giant urticaria 


Pemphigus vuigaris 


Collagen diseases 


Lupus erythematosus 
Dermatomyositis 


Blood dyscrasias, 
lymphomas 


Thrombocytopenic 
purpura 

Acute leukemia 
Chronic leukemia 
Hodgkin's disease 


Nephrotic syndrome 
Pulmonary emphysema 
Sprue 

Acute rheumatic fever 


anew, 
w modified 
corticosteroid 
7 molecule with 


greater antiallergic, 


antirheumatic and 
anti-inflammatory 


activity 


FOR YOUR PATIENTS WITH 
bronchial asthma, 
allergic disorders 


P 
iv 
4 
4 


s low incidence of gastric disturbance 


® without salt and water retention; 
safe to give in asthma complicated by cardiac disease 


® low salt diet not necessary 


® without unnatural psychic stimulation to mask desired 
clinical response 


@ often works when other glucocorticoids have failed 


® and ona lower daily dosage range 


Dosage: Initially, 8 to 20 mg. daily. 

After 2 to 7 days gradually reduce to 

a suitable maintenance level. 

See package insert for specific dosages and precautions. 


Supply: Scored tablets of 1 mg., bottles of 50 and 500. Scored tablets 
of 4 mg., bottles of 30 and 100. 


Cy) | | 
vp") Squibb Quality—the Priceless Ingredient 
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One little, two little, three little Indians 
may give a ringworm scalping to 
Four little, five little, six little Indians 


or even 


Seven little, eight little or 
Nine out of ten little Indian boys. 


Nine out of ten little Indians, actually ment therapy. Squaws like it too, for 
92% as reported by Kuhn,* will grow new Salundek is nongreasy and nonirritating 
scalps and be rid of tinea capitis within and requires only two applications daily. 
12 weeks of easy, effective Salundek Oint- Write for patient instruction pads. 


Salundek® Ointment (brand of zinchlorundesal) 


MALTBIE LABORATORIES DIVISION *« WALLACE & TIERNAN INC. «+ Belleville 9, N. J. 


*Kuhn, B.: South. M. J. 49:1122 (Oect.) 1956, 


when anxiety and tension “erupts” in the G. |. tract.., 


IN DUODENAL ULCER 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) widely prescribed tranquilizer . . . helps control the 
“emotional overlay” of duodenal ulcer — without fear of barbiturate loginess, hangover or 


addiction... with PATHILON (25 mg. an anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 
Dosage: | tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


*Trademark ®Registered Trademark for Tridihexethy! lodide Lederle 
3 LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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premenstrual 

tension 

is a state 
of stress 


EQUANIL 
Meprobomate 
Promethazine HC! 

SPARINE® HCI 

Promazine HCI 


AW 
yeth 

every pati normotropic drug f 
patient und: lor neorly 


anxiety 
is the voice of stress 


e Report: 


sentative Cas 
nullipa rous 


married, 


Repre 


Secretary, 


marked by nerv- 


rual tension, 
muscular 


headache, 
ate therapy 


a at 


Recurrent premenst 


srritability 
Daily 


ding menst 


fatigue, 
meprobam 


rual perio 


sness, 


until 


Wyeth 


phia 1, Pa. 


Meprobamate 


Reliev 


| 
aches, 
was begun in the 
the onset of symptom>, and was continued | | 
the third day- The medication is NOW taken regu- 
P Jarly of this gchedule; and the patient reports 
Rs 
marked relief, poth somatic and psychic. 
jes tension 


Whit Sensible 


Children who eat nutritious breakfasts regularly 
are more likely to be well nourished than those 
with poor breakfast habits.* This important find- 
ing emphasizes the long-known relationship be- 
tween nutritious breakfast meals and the perform- 
ance level of school children. 


A sensible breakfast for most children is one 
which supplies ample energy for a full morning’s 
work and play; which provides ample growth- 
promoting protein, vitamins, and essential min- 
erals; which is tasteful, easy to digest, and is eaten 
in a pleasant atmosphere; but which does not 
burden the digestive tract unduly or overload the 
food capacity of the child. 


A dish of oatmeal provides nutritional advan- 
tages few foods can exceed. It contains more pro- 
tein and more thiamine than other whole grain 
cereals. In addition, it contributes other B vita- 
mins and is outstanding for its iron content. 


A steaming bowl of oatmeal is a dish welcomed 
Quaker Oats and Mother’s Oats, 
thetwobrandsof oatmealoffered by children. It reflects a warm, secure home atmos- 


by The Quaker Oats Company, 
phere. It means a pleasant, satisfying meal with 


available in the Quick (cooks in - ’ 
which to start the day’s work and play. 
one minute) and the Old-Fash- y play 
ioned varieties which are of *Martin, E. A.: Roberts’ Nutrition Work with Children, Chicago, 
equal nutrient value. The University of Chicago Press, 1954, pp. 141-146. 


The Quaker Oats Ompany 


CHICAGO 
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PREDNISO 


PARKE-DAVIS 


AARP ANADTNA | 
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NEUTRAL DETERGENT BAR—pH 7 


Progressive “drying out” of aging skin makes 
it particularly susceptible to damage by 
ordinary toilet soaps. The harmful drying 
action of soap alkalies can be avoided by 
recommending DOVE neutral bar. DOVE 
creams the aging dry skin, washes it with 
less alkali damage, whether or not a derma- 
tosis is present. 

Among 200 patients with dermatoses usually 
intolerant to soap, DOVE was tolerated by 
85 per cent'—a remarkably high percentage. 


With DOVE there is “a much better skin 
tolerance ...due to the neutral pH (7) ...as 
compared with the quite alkaline (pH 10) 
lathers of most commonly used toilet 


soaps.”” 


DOVE bar is used like soap, but lathers aad 
feels better. DOVE creams as it washes and 
dries the skin less. Every bar contains 25 
per cent cleansing cream. 

1. Swanson, F.: J.A.M.A. 162:459 (Sept. 29) 1956. 


LEVER BROTHERS company 
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even if your patient is a 


scandy dancer 


yrailroad man’s term for track section hand 


he'll ‘be on the track with 


+ 


Low back synaromes...sprains...strains 


rheumatic pains... 


FLEXILON gets them back on the job fast, 


Each tablet contains: 

FLEXIN® Zoxazolaminet ..... 125 mg. 
A most effective oral skeletal 

muscle relaxant 

TYLENOL® Acetaminophen . . . . 300 mg. 
A preferred analgesic for painful 
musculoskeletal disorders 

supplied: Tablets, enteric coated, orange, 
bottles of 50. 


tU.S. Patent Pending *Trade-Mark 
McNEIL] INC - PHILADELPHIA 32, PA. 
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unexcelled height 


unexcelled consistency 


nexcelled physiologic 


A most widely used broad-s spectrum antibiotic no\ 
ntiated with glucosamine, an enhancing agent of choice | 


2 
4 
| 
jis same as for tetracye ine. 
and 125 mg. 
Capsules, 250 mg. and 125 mg. 


tetracycline blood levels 


Studies in which 84 enhancement 
agents were screened showed average 


tetracycline blood levels achieved 
with glucosamine to be unsurpassed. C OSA- ; F E RACYN 


high tetracycline blood levels 


Extensive comparative studies showed 
that the enhancing effect with 


glucosamine produces high blood ee 
levels in a high percentage of patients. co SA- é FE F RACYN 


advantages glucosamine 


Glucosamine is a normal human metabolite; 
it is nontoxic, sodium free, nonirritating 


to the stomach, and releases only T T 


oa or oncanliee efficacy and safety in tl 


; } 
‘ 
> : 
the wide varie 
oT tetracycline-susceptible intections 


Based 


ACHROMYCIN Tetracycline serves as the model for the 
newest advance in broad-spectrum antibiotics. For more 
than three years it has repeatedly demonstrated excep- 
tional effectiveness in the treatment of more than 50 
different infections. 


Now speed of absorption has been added to its unsurpassed 
antibiotic dependability. New ACHROMYCIN V Capsules 
offer more patients consistently high blood levels...a gain 


ROL 
: 


in efficiency at no sacrifice to broad, anti-infective spectrum 
or indications. New ACHROMYCIN V Capsules do not 
contain Sodium. 


Tetracycline HCI Buffered with Citric Acid 


REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V 


CAPSULES: (blue-yellow) 250 mg. tetracycline HCI (buffered with citric acid, 250 mg.); 100 mg. tetracycline HCI 
(buffered with citric acid, 100 mg.). ACHROMYCIN V DOSAGE. Recommended basic oral dosage is 6-7 mg. per 
Ib, body weight per day. In acute, severe infections often encountered in infants and children, the dose should be 12 mg. 
per Ib. body weight per day. Dosage in the average adult should be 1 Gm. divided into four 250 mg. doses. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. t Lederie ) 
®Reg. U.S. Pot. Off. 
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SIGN OF GOOD TASTE 


COPYRIGHT 1957 THE COCA-COLA COMPANY, 


wholesome purity of Coca-Cola, its 
quality and good taste, are pleasures shared by 
people everywhere , over m times a dé 
is the best- | drink in all rid. 
REG. US. PAT OFF. 
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you treat common bacterial infections... 


measures therapeutic success 


Pentids 


Squibb 200,000 Unit Buffered Penicillin G Potassium Tablets 


when an oral penicillin is indicated...prescribe Pentids 


Six years experience by physicians in treating many mil- 
lions of patients with Pentids confirm clinical effective- 
ness and safety. Excellent results are obtained with 
Pentids in many common bacterial infections with only 
1 or 2 tablets t.i.d. Pentids may be taken without regard 
to meals. Pentids are economical. 


DOSE: 1 or 2 tablets t.i.d. without regard to meals 


SUPPLY: Bottles of 12, 100 and 500 tablets 


other Pentids products 

NEW Pentids For Syrup: Squibb Flavored Penicillin Powder: 
when prepared with 35 cc. of water, the preparation pro- 
vides 60 cc. of fruit-flavored syrup, 200,000 units per tea- 
spoonful (5 cc.). 

Pentids Capsules: Squibb Penicillin G Potassium 200,000 
Unit Capsules, bottles of 24, 100 and 500. 

Pentids Soluble Tablets: Squibb Penicillin G Potassium Sol- 
uble Tablets—200,000 units, vials of 12, bottles of 100. 
These formulations are given % hr. before meals or 2 hrs. 
after meals. 


Squibb Quality—the Priceless Ingredient 


SQUIBB 


*PENTIOS’® A SQUIB TRADEMARK 
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HE'S OFF CAFFEIN... 


but he still enjoys his coffee as much as ever! 


Hearty ... robust... full man-sized flavor! That’s new Instant 
Sanka Coffee. No matter how much coffee your patients like to 
drink . . . Instant Sanka can’t get on their nerves or keep them 
awake. All pure coffee. 97% caffein-free. 


A fine coffee from General Foods 


= 
UNSTAN! 
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: Also available: 
tablets, ampuls, Spansule® 
© sustained release capsules, 


for immediate effect— syrup and suppositories. 


always carry one in your bag OSS s/) Smith Kline & French 
Laboratories, Philadelphia 


new! multiple dose vials 
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Greater comfort 


for postoperative 


and postpartum patients 


abdominal distention and urinary retention 
can often be prevented or promptly relieved 


—with less need for uncomfortable enemas and catheters 


Chloride 


(Bethanechol Chloride) 


‘Urecholine’ helps restore normal function after surgery and childbirth 
by increasing the muscular tone of the gastrointestinal and urinary 
tracts. Postoperative “gas” pains can frequently be prevented or 
promptly relieved—with less need for uncomfortable enemas, intubation, 
and suction apparatus. Micturition is facilitated—without the 

discomfort and risk of infection inherent in catheterization. 


Administration and dosage: may be given prophylactically or 
therapeutically after surgery or childbirth. Usual oral dosage: 
10 to 30 mg. three or four times daily. Usual subcutaneous dosage: 
5 mg. three or four times daily. 
Other indications: gastric atony and retention following vagotomy 
and other surgical procedures; chronic functional urinary 
retention due to atony without obstruction; megacolon, including 
congenital megacolon (Hirschsprung’s disease); certain cases of 
paralytic ileus; to counteract side effects of antihypertensive 
ganglionic blocking drugs. 
Supplied: 5 mg. and 10 mg. tablets, bottles of 100; 
l-cc. ampuls containing 5 mg. 

Urecholine is a trade-mark of MERCK & CO., Inc, 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA, 
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“Meprotabs” are new, coated, white, unmarked 400 mg. tablets 
of meprobamate. ®‘‘Meprotabs” are pleasant tasting, and easy to 
swallow. #In this new form, the nature of medication is not iden- 
tifiable by the patient. ®‘‘Meprotabs” are indicated for the relief of 
anxiety, tension and muscle spasm in everyday practice. "Usual 


dosage: One or two tablets t.i.d. “Meprotabs” 


(FF) wactace LABORATORIES, New Prunswick, N. J. nedio! dicarbamate) 
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the pemericau Medical 
107th Meeting 
Sau Francisco, Yune 23-27, 1958 


A HOUSING BUREAU has been organized for the American Medical 
Association in San Francisco. Since all requests for rooms are han- 
dled in chronological order, it is recommended that you send in your 
application as quickly as possible. 


ALL REQUESTS SHOULD BE ACCOMPANIED by a DEPOSIT 
CHECK for $10.00 per room made out to the AMA HOUSING 
BUREAU. Due to the existing crowded conditions, hotels cancel 
unclaimed reservations by 4:00 p.m. Therefore, a deposit is requested 
to ensure that your reservations will be held on your arrival date— 
whatever the hour. Your deposit will be credited to your account. 


PLEASE DO NOT SEND CASH. 


CANCELLATIONS: Cancellations must be received 15 days prior to 
the meeting for refunds of your deposit to be made by the hotel. If 
sufficient time is not allowed for the hotel to reassign space, all of 
the deposit is forfeited! 


All reservations should be cleared through the AMA Housing Bureau. 
All requests must give definite date and approximate hour of arrival 
and names and addresses of all persons who will occupy rooms re- 
quested. 


ALL RESERVATIONS WILL BE CONFIRMED IF REQUEST IS 
RECEIVED NOT LATER THAN JUNE 8 


IMPORTANT 


Due to complexities of a number of pre-A. M. A. Meetings in San 
Francisco, date of departure cannot be changed after reservations 
have been confirmed by the hotel. Physicians may reserve rooms 
through a prior meeting and retain them through the A. M. A. meeting, 
June 23 to 27, if they so specify. If departure at close of prior meeting 
is indicated, guests are expected to release their rooms to physicians 


coming in for the A. M. A. Meeting only—June 23 to 27. 


MAIL TO: 


AMA HOUSING BUREAU 
Room 300, 61 Grove Street 
San Francisco 2, California 


PLEASE MAKE RESERVATIONS NOTED BELOW: 


First Choice Hotel 


Second Choice Hotel 


Third Choice Hotel 


Arrival 


at 


(Note: Single rooms are very scarce. Please ar- 
range to share a _twin-bedroom_ with another.) 


Single Room 


Double Bedroom 


Twin Bedroom 


Parlor, bedroom suite 


A. M. P.M. 


Departure 


NAMES OF ALL OCCUPANTS: 
(Please bracket those sharing a room) 


ADDRESSES: 


Check for $ 
envelope. 


payable to AMA HOUSING BUREAU is enclosed. Please enclose a self-addressed, stamped 


MAIL COUPON TO: (Please print or type) 


(Signed) 


Address 


City 


State 
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San Francisco in June 1958 will be the medical capital of the world. Visitors from every country will be attending the A.M.A. 
Meeting. It will provide you a fruitful source of new information on the advances of scientific medicine. 

Plan now for vour attendance at this outstanding meeting. You will find a bread variety of subjects covered ... and there will 
be ample opportunity for discussion of your problems with demonstrators in the scientific and technical exhibits. 

All hotel reservations should be cleared through the A.M.A. Subcommittee on Hotels before June 8th... by taking a few moments 


now, you will assure yourself of a hotel reservation. 


ZONE HOTEL SINGLE DOUBLES & TWINS SUITES ZONE HOTEL SINGLE DOUBLES & TWINS SUITES 
ALEXANDER PICKWICK $ 4.00- 5.00 $ 5.50- 8.50 
HAMILTON $ 7.00-12.50 $ 9.00-16.00 $15.00-30.00 POWELL 5.00 8.00 
ARLINGTON 3.00- 5.00 4.00- 7.00 RICHELIEU 4.50 J 9.00 $15.00 
BELLEVUE 7.00- 9.00 9.00-12.00 18.00-25.00 ROOSEVELT 5.00- 6.00 .00- 8.00 15.00 
BERESFORD 6.00- 8.00 8.00-10.00 SAN CARLOS . 
BEVERLY PLAZA 6.00- 8.00 8.00-11.50 16.00-18.00 ST. FRANCIS 10.00-22.00 12.00-24.00 26.00-45.00 
BILTMORE 6.00 7.00- 8.00 ST. MORITZ 7.00- 8.00 
CADILLAC 6.00 SHAW 5.00 6.00- 8.00 
CALIFORNIAN 6.50- 8.50 8.50-12.00 19.00-21.00 SHAWMUT 3.00- 3.50 4.00- 5.50 
CANTERBURY 8.00-10.50 9.50-14.00 25.00-35.00 SHERATON (Headquarters hotel—no singles available) 
CARAVAN PALACE 9.00-15.00 13.00-18.00 24.00-50.00 
LODGE 16.00-20.00 SIR FRANCIS 
CARTWRIGHT : 7.50- 8.50 DRAKE 10.00-14.50 12.00-20.00 30.00-40.00 
CECIL .00- 7. 8.00-10.00 SOMERTON 4.00 5.50- 7.00 
CHANCELLOR ‘ 8.50- 9.50 SPAULDING 5.00 6.00- 7.00 
COLONIAL : 12.00-15.00 20.00-25.00 STEWART 5.00- 8.00 7.00-17.00 20.00-25.00 
COMMODORE 00-12. 8.00-16.00 20.00-25.00 STRATFORD 4.50 5.00- 8.00 
CORDOVA J 7.00- 9.00 SUTTER 4.00- 7.00 6.00-10.00 15.00 
COURT : 4.00- 5.00 TERMINAL 2.50 5.00- 6.00 
CRANE .00- 5, 5.00- 7.00 TRAVELERS 3.50- 4.00 4.00- 6.00 
CREST .00- 6. 5.00- 9.00 VILLA-SAN 
DEVONSHIRE .00- 6. 6.00-10.00 12.00-20.00 MATEO 8.00-16.00 11.00-16.00 
DON 6.00- 7.50 WHITCOMB 8.00-14.00 18.00-30.00 
DRAKE- YMCA 2.00- 4.00 3.60- 8.50 
WILTSHIRE .00- 7. 8.00-10.00 14.00-18.00 YORK 4.00- 6.00 4.50- 8.50 15.00 
EL’CORTEZ .00- 7. 6.50-10.00 14.50-18.00 
EMBASSY 50- 5. 5.50- 7.00 12.00-18.00 MOTELS SINGLE DOUBLES & TWINS SUITES 
ESSEX .00- 5. 5.00- 6.00 AUDITORIUM 
FAIRMONT TRAVELODGE $ 6.50- 8.50 $ 8.50 $12.50 
(Women’s Aux- BEL-AIRE 10.00 
iliary Head- CARAVAN LODGE 15.00 
quarters) 12.00-19.00 16.00-23.00 33.00-49.00 CORONET 12.00 14.00 
FIELDING 6.00- 8.00 7.00-12.00 20.00 DOYLE— 
FRANCISCAN 7.00 9.00-12.00 20.00 1555 Union Street 12.00 14.00 16.00 
GATES 4.00- 5.00 DOYLE— 
GAYLORD 6.50- 8.00 7.50-10.50 18.00-22.00 1450 Lombard St. 12.00 14.00 16.00 
GOLDEN STATE 5.00 6.50- 8.50 DOYLE CIVIC CENTER 12.00 14.00 16.00 
HERALD 3.50- 4.00 5.00- 8.00 HOLIDAY LODGE 18.00 
HERBERT 3.50- 5.00 4.00- 7.00 HOLLAND 10.00 16.00 
HUNTINGTON 9.00-15.00 11.00-18.00 25.00-40.00 LOMBARD PLAZA 10.00 12.00 
KING GEORGE 7.00 8.00-10.00 MARINA 7.00 12.50 
LAFAYETTE 5.00- 6.00 MARKET ST. 
LANKERSHIM 3.50- 4.50 4.50- 6.50 9.00-11.00 | TRAVELODGE 9.00 14.00 
LA SALLE 4.00- 6.00 5.00- 8.00 10.00-14.00 | MART 14.00 16.00 20.00-25.00 
LOMBARD 3.50- 5.00 5.00- 9.00 OCEAN PARK 6.00- 8.00 
MANX 6.00- 8.00 8.00-11.00 15.00-20.00 | PLANTATION INN 12.00 14,00 24.00 
MARK HOPKINS _ 13.00-17.00 17.00-21.00 28.00-45.00 | RANCHO LOMBARD 14.00-20.00 
NEW ALDEN 4.00 5.50- 7.50 SEA CAPTAIN 10.00 18.00 
NEW DALT 5.00- 5.50 TRAVELODGE— 
OLYMPIC 5.00- 8.00 7.00-10.50 16.00-20.00 | FISHERMAN’S 
OXFORD 7.00 8.00- 9.00 WHARF 9.00 10.00 
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HE FELL AUD 

HURT HIMSELF 
REAL BAD 


"Grandpa hurt so 
much we all 
thought that he 
couldn't come 
to my party" 


"But then he got 
some nice pills 


from the doctor" 


"And the pain 


went away fast 
like that" 


"So Grandpa 
walked over 
after all ... 
with a big 
present for me" 


AND THE PAIN WENT AWAY 


3 
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"The party lasted 
for a long time 
and Grandpa felt 
good all the 
time. He's my 
favorite" 


FAST 


FOR PAIN 


(Salts of Dihydrohydroxycadeinone 

and Homatropine, plus APC) TAB LETS 
usually within 5-15 minutes 

usually for 6 hours or more 


permits uninterrupted sleep through the night 


excelient for chronic or bedridden patients 


New ‘‘demi"’ strength permits dosage flexibility to meet 
each patient’s specific needs. Percopan-Dem: provides 
the Percopan formula with one-half the amount of salts 
of dihydrohydroxycodeinone and homatropine. 


AVERAGE ADULT DOSE: 1 tablet every 6 hours. May 
be habit-forming. Available through all pharmacies. 


Each Percopan*® Tablet contains 4.50 mg. dihydrohydroxyco- 
deinone hydrochloride, 0.38 mg. dihydrohydroxycodeinone 
terephthalate, 0.38 mg. homatropine terephthalate, 224 mg. 
acetylsalicylic acid, 160 mg. phenacetin, and 32 mg. caffeine. 


ENDO LABORATORIES 
Richmond Hill 18, New York 


*U.S. Pat. 2,628,185 
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WIBUGLI 


“Fifteen years ago I asked Santa Claus for a 
soldier suit,” muttered the disgusted draftee, “and 
now I get one!” 

Just heard about a man who was so stunned 
when his wife had quadruplets, he ran out and 
bought a fifth! 

e 

Robert, the butler of an old Boston dowager, 
had recommended his mother for the vacated cook’s 
position, but, when she arrived, the dowager was 
dismayed to find the woman 20 years older than 
herself, and thin to the point of emaciation. 

“Aren't you,” she asked apprehensively, “a little 
frail for this kind of work?” 

“Me?” replied the cook. “Why, bless your heart, 
madam, I haven't been sick a day in my life! I’ve 
never had anything but measles and Robert.” 


During a wild summer storm at the beach the 
woman sat up in bed terrified. Windows were 
breaking, telephone wires and branches of trees 
crashed against the house, the electric current was 
cut off, and the house rocked on its very moorings. 

“Oh, Albert!” cried the woman through quiver- 
ing lips. “The house will blow away for sure!” 

“Don't worry, honey,” said the husband, com- 
fortingly. “Remember, we're only renting it.” 

Alan King told the Dutch Treat Club about a 
character named Shereshevsky who married money 
and promptly changed his name to Shay. When 
he moved into his rich bride’s apartment, he de- 
cided to throw a party. Invited as guest of honor 
was his aged mother, still living in the family home 
in Brooklyn. 

All the guests appeared promptly except Mamma. 
When she hadn't shown up by 11 p. m., Shay got 
worried. He called home, then the police, then 
the hospitals. No luck. 

Finally, at midnight, he dashed downstairs to the 
doorman. 

“Did a little old lady come in here tonight?” 
he asked. 

“Why, yes. She's been sitting over behind the 
palms since 6:30.” 

Shay rushed to her side. “Mamma! Where have 
you been? Why didn’t you come right up?” 

“Because,” said Mamma, “I couldn’t remember 
your new name.” 


by E. K. H. 


At their very first meeting, the little Girl Scouts 
were all asked what they had done at home to help 
their mothers since joining the Brownies. One by 
one they proudly answered. Some had made beds, 
some washed dishes, still others had dusted their 
rooms, etc. 

“And you, Penny?” asked the troop leader, “How 
did you help vour mother?” 

Came the solemn answer: “I kept out of her way.” 


A young bride of three months complained to 
her relatives about her husband's continued drink- 
ing habits. 

“If you knew he drank, why did you marry him?” 
they asked. 

“But I didn’t know he drank,” the girl replied, 
“until one night he came home sober!” 

Two women were preparing to board an air liner. 
One of them walked up to the pilot and said, 
“Captain, I do hope you're not planning to travel 
faster than sound. We want to talk.” 


“Say! This is an exciting book! You 
ought to read it sometime.” 
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fever, discomfort 


under control 


with 


TYLENOL 
ELIXIR / DROPS 


pediatric antipyretic—analgesic 


TYLENOL— (tlie first pediatric 
dosage form of acetaminophen 


NOW for added ease *Reduces fever quickly 
of administration 


* 
TVLENOL ELIXIR —120 mg. (2 gr.) per 5 cc.; Two convenient liquid dosage forms 
bottles of 4 and 12 fl. oz. drops and elixir 


TYLENOL DROPS -—60 mg. (1 gr.) per 0.6 cc.; *Well tolerated—children like Tylenol! 
15 cc. bottles with calibrated plastic dropper. 


[McNEIL) se, Pa 
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“You do things your way, I'll do them mine.” 


“The 


medicine must have helped, Doctor, he’s 
growling much better today.” 


J.A.M.A., March 8, 1958 


speed nebulization relief with 


ISUPREL 
MISTOMETER’ 


In asthma, chronic bronchitis and emphysema, bronchodilata- 
tion can be achieved almost instantly with use of the Isuprel 
Mistometer. This new complete inhaler unit with built-in 
nebulizer delivers a mist of optimal particle size down to 
the smallest bronchioles. One inhalation usually relieves 
asthmatics and improves breathing in patients with chronic 
bronchitis and emphysema. The small, compact, convenient 
Mistometer is leakproof, efficient and economical. It contains 
enough solution (1:400) for 200 accurate, unvarying doses. 


1. After removing green cap from bottle, 
pull off white mouthpiece and turn it side- 
ways to fit hole in flattened end onto metal 
spout (valve stem) of bottle. 


2.Hold assembled unit between thumb 
and index finger. Invert it and close lips 
around open end of mouthpiece. 


3. inhale deeply while firmly pressing down 
on bottle. One whiff usually suffices. If a 
second dose is necessary wait for a full 
minute between inhalations. 


4. Replace mouthpiece and cap. Fit into 
pocket, purse, or place on bedside table. 


ISUPREL is available in all these convenient forms: Jsuprel 
Mistometer, 10 cc. (1:400 Isuprel solution). Isuprel Solution: 
1:200 and 1:100, for use in conventional nebulizers, bottles of 
10 ec. and 50 ce. Isuprel Sublingual Glossets®: 10 mg. and 15 
mg., bottles of 50 and 500. Jsuprel Solution 1:5000 (paren- 
teral) : ampuls of 1 cc., boxes of 5. 


(| LABORATORIES New York 18, N.Y. 


Isuprel (brand of isoproterenol), and Glossets (brand of subli | tablets), trad 
U.S. Pat. Off. 


*Mistometer, trademark, Metered Dose Aerosol Dispenser 
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4. 107th Aunual Meeting 
Sau Prauciseo 
Gune 23-27, 1958 


Include an Advance Registration Card in your plans for 
attending the 107th A.M.A. Annual Meeting in San Fran- 
cisco, The Advance Registration Card helped 6,879 physi- 
cians to register for the New York meeting with little or 


no delay. 

Should you wish to take advantage of this time saving 
device, you may obtain a card by sending the coupon to 
the Membership Department of the A.M.A. Your card will 
be sent to you on June 2nd unless you request an earlier 


mailing date. 


eeeeee MEMBER PHYSICIAN’S ADVANCE REGISTRATION CARDeceees 


Please fill out this coupon in full and return it before June 2, 1958 to the Membership Dept. of the American Medical Association, 
535 N. Dearborn St., Chicago 10, Illinois, and receive your registration identification card for the San Francisco convention. 


(Every physician must register in his own name) 
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BN (Please print your name) 
(Journal Address—Street, City, Zone and State) 

do hereby declare that | am a Member of Medical Association 

or in the following government 


» respiratory infections 

» gastrointestinal 
infections 

» genitourinary 
infections 

e miscellaneous 
infections 


for all 
tetracycline-amenable infections, 

prescribe 
pharmacodynamically superior 


Squibb Tetracycline Phosphate Complex 


Squibb Quality— 
the Priceless Ingredient 


In your patients, SUMYCIN produces: 


1. Superior initial tetracycline blood levels—faster and higher 
than ever before—assuring fast transport of adequate tetra- 
cycline to the site of the infection. 


2. High degree of freedom from annoying or therapy-inter- 
rupting side effects. 


Tetracycline phosphate 
complex equiv. to 
Supply: tetracycline HCl (mg.) Packaging: 
Sumycin Capsules (per Capsule) 250 Bottles of 16 and 100 
Sumycin Suspension (per 5 cc.) 125 2 oz. bottles 


Sumycin Pediatric Drops 100 10 ce. dropper bottles 
(per cc.—20 drops) 


*‘OUMYCIN’ A SQUIBB TRADEMARK 
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first thought for high 


250 5 
Control | Placebo | Serpasil 


150 


5 days 5 days 5 days 


a shows actual response to Serpasil 
in a patient with benign essential hypertension (data on request). 
Consider Serpasil® (reserpine CIBA) (1) alone to lower blood 
pressure gradually and safely in most cases of mild to moderate 
hypertension; (2) as a primer in severe hypertension before more 
potent drugs are introduced; (3) as a background agent in all 
grades of hypertension to permit lower dosage and thus minimize 
side effects of other antihypertensives. CIBA 
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NEW YORK UNIVERSIT 


POST-GRADUATE MEDICAL SCHOOL 


HOSPITAL 


“= NORTH SHORE 


by, 
Saas —for psychiatric treatment and research 
Care and ™ WINNETUA, 
treatment announces the following course 
of emotional | 
disorders | Mopern Conceptsof the ET1oLocy, 
PATHOLOGIC PHysIOLoGy and THERAPY 
of DISEASES with SURGICAL IMPLICATIONS 
* 37 sessions on Thursdays 
BELLEVUE PLACE 
from 2 to 4:45 p.m. 
for 
Nervous and Mental Diseases September 11, 1958 to June 11, 1959 
EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 ‘4 
- For further information: 
. 
> The Willows Maternity Office of the Associate Dean 
Sanitarium, Inc. 
Since 1905 NYU POST-GRADUATE MEDICAL SCHOOL 
# Competent. ethical services for expectant moth- 
tiens through Juvenile Court. Rates reasonable | 550 First Avenue, New York 16, N. Y. 
2nd adapted to patient’s needs. Complete Medi- 
MRS. DON D. HAWORTH, Supt. 
2927 Main St., Kansas City 8, Mo. Tel. Westport 1-2104 | 


“If the stork comes while you’re gone, what shall I say?” 


- a a “You can call ita compulsion neurosis, but I say he’s a wolf.” 


“Frank! We really missed you!” 


You recall Frank... just a while ago suspicious 

and resentful of his associates . . . convinced they were all 
against him. Gradually he became trigger-sensitive 

to criticism, incensed over his wife’s supposed infidelity, 
full of hypochondriacal complaints and fears. 

Because of this alarming personality change, 

Pacatal was instituted: 25 mg. t.i.d. 

Pacatal therapy saved this executive from 

an imminent breakdown. 


For patients on the brink 

of serious psychoses, Pacatal provides 

more than tranquilization. Pacatal has 

a “normalizing” action; i.e., patients 

think and respond emotionally in a more 

normal manner. To the self-absorbed 

patient, Pacatal restores the warmth of human 
fellowship . . . brings order and clarity to 

muddled thoughts . . . helps querulous older people 
return to the circle of family and friends. 


Pacatal, in contrast to certain phenothiazine 

compounds and other tranquilizers, does not “flatten” 

the patient. Rather, he remains alert and more responsive 
to your counselling. But, like all phenothiazines, Pacatal 
should not be used for the minor worries of everyday life. 


Pacatal has shown fewer side effects than some of the earlier 
drugs; its major benefits far outweigh occasional transitory 
reactions. Complete dosage instructions (available 

on request) should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. 
Also available in 2 cc. ampuls (25 mg./cc.) for parenteral use. 


back from the brink with 


Pacatal 


Brand of mepazine 


WARNER - CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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The 
"Snifflers’’ 


always 
have 


red noses and the sniffles 


colds run in their family 


When they bring their sore noses and congested heads to you for relief 
— there’s a whole family of reliable vasoconstrictor-decongestive 
Neo-Synephrine products ready to give them quick and lasting comfort. 


the NEO-SYNEPHRINE’ 


hydrochloride 


‘cold comfort’’ family: 


¢ Prompt and Prolonged Decongestion Nasal Solutions 0.25%, 0.5% and 1% 


¢ Sinus Drainage and Aeration Adult Nasal _ sieiiieiie 
: Spray 0.5% plastic, unbreakable 
¢ In practically all cases Pediatric Nasal » squeeze bottles, leakproof, 
deliver a fine mist. 
NO IRRITATION Spray 0.25% 


NO SEDATION 


with Zephiran® chloride 1:5000, 
NO EXCITATION 


antibacterial wetting agent and 
preservative for greater efficiency 


: Neo-Synephrine (brand of phenylephrine) and 
LABORATORIES Zephiran (brand of benzalkonium, as chloride, refined), 
NEW YORK 18, N. Y. trademarks reg. U.S. Pat. Off. 
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management of constipation with the Colace Family 


patients of all ages benefit from 


Peri-Colace 


peristaltic stimulant —stool softener, Mcad Johnson 


Capsules+ Syrup 
softens stools and stimulates peristalsis 


When bowel motility is inadequate ... defeca- 
tion infrequent...Peri-Colace combines Colace 
with a new peristaltic stimulant, Peristim 
(standardized preparation of anthraquinone 
derivatives from cascara sagrada). 
‘a The service leaflets Advice on Constipation — 
Colace version (Lit. 801), and Peri-Colace 
version (Lit. 802), will save time for you in instructing 


patients. Ask your Mead Johnson Representative or 
write to us, Evansville 21, Indiana. 


dioctyl sodium sulfosuccinate, Mead Johnsor 
Capsule Se Sy) upe Liquid Di Ops) 
softens stools without laxative action 


» howel motilit ndeanat 
Wher ©... but stools 


are hard to pass...Colace keeps stools soft 
for easy passage by increasing the wetting 
efficiency of intestinal water and promoting 
formulation of oil-water emulsions, 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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